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Abstract
Mental illness is an issue of concern to the general community, and is a major focus of
professions such as psychology. Such professions demand extensive education and training,
with the aim to develop a scientific understanding of mental illness that is portrayed in
contrast to socially shared knowledge, or social representations. However, some aspects of
these social representations may persist in conjunction with the development of scientific
knowledge. The current study used a multimethodological approach to elucidate how such
social representations may be transformed or modified by relevant education in psychology.
Psychology students, non-psychology students and clinical psychologists participated in the
current study to assess groups at different levels of psychology education and training. Four
forms of data collection were used as part of a multimethodological approach. Intra-
individual methods focused on the use of repertory grids and word associations to explore
responses to the mentally ill as well as other relevant individuals such as the physically ill
and mental health professionals. Inter-individual methods focused on social interaction in
response to a case vignette of an individual with a mental disorder and group discussion
within the educational setting.
Several core themes described in previous research were identified consistently across
different groups and different methodologies. Negative emotion, such as distress and
sadness, impaired functioning, and the need for assistance were commonly used as
indicators of mental health problems. One of the most prominent themes, however, was the
notion of difference and distance. The mentally ill person was consistently differentiated,
particularly from the self, even when the label of "mentally ill" was not imposed. The
importance of the self was especially evident, acting as a means to define normality and
difference.xiv
Several differences were also noticeable between different levels of education. A changing
representation was evident from understandings of the mentally ill as "crazy", viewed in a
more stereotypical, negative and critical light, to representations of the mentally ill as "sad",
typified by greater sympathy. Social representations may therefore influence the social
response to the mentally ill. Increasing education associated with scientific understandings
was also characterised by exclusive technical discourse, a feature that may distance the
psychologist from the general community.
These findings are particularly relevant to how education affects social representations of
mental illness and the mentally ill, as public campaigns seek to change community attitudes
and understandings. In addition, there are particular implications for psychologists, in
training or at work. While a primary goal for the psychologist is to empathise and connect
with the individuals they are intending to assist, the emphasis on difference, in both social
and scientific understandings of the mentally ill, may act as a barrier. The education and
professional development of psychologists should incorporate an understanding of how
such representations may influence professional practice.CHAPTER 1
Introduction
Mental health and mental illness often dominate discussions of health issues in the western
world. Reports state that almost 20% of Australians experience a "mental illness" such as
depression or an anxiety disorder (Australian Bureau of Statistics, 1997) and countless
others, such as family members and organisations, are affected through care requirements.
The rate of suicide is increasing in a number of countries (WHO, 2001), and local
newspapers report related statistics to the public (e.g. "Older men top suicide risk", 2000).
Mental health problems require the devotion of resources and place a strain on health
systems around the world (WHO, 2001).  Projects such as the Australian "Beyond Blue"
government funded initiative, target mental health problems such as depression, with the
aim to decrease mental health difficulties within the community, and providing public
resources, for example, through the Internet (e.g. http://www.beyondblue.org.au).
Similarly, the Second Mental Health Plan (Australian Health Ministers, 1998) indicates
that further resources and strategic planning are necessary in order to ensure that mental
health problems in the community are dealt with adequately. It is clear, then, that mental
health problems and mental illness are of great concern at both a public and personal level.
This concern has generated a great deal of research, focusing largely on categorising
mental illness into specific disorders (such as the Diagnostic and Statistical Manual of
Mental Disorders: DSM-IV; APA, 1994) or on potential causes and treatments designed
to help solve 'the mental health problem'. Major advances in such research, and especially
those which are widely publicised, predominantly involve processes and symptomatology
occurring within the individual. For example, researchers have discussed the implications
of the Human Genome Project in identifying genetic markers associated with various
disorders, such as mental illness (see e.g. Andreasen, 2001; Hyman, 2000; 2002). Medical
breakthroughs in treatment (such as drugs) or technological improvements in assessment
(such as brain imaging techniques) also receive much attention.
The study and treatment of individuals defined as having a 'mental illness' also exist
within a social and cultural context. Individuals with a mental illness function within a2
social world, and there has been recognition of the various ways in which social factors
can affect the expression and development of mental health problems (e.g., Pilgrim &
Rogers, 1993; Turner, 1999). However, the perceptions and understandings which society
has of mental illness also need to be considered. How society as a whole, and how various
groups within society, view mental illness is likely to influence the behaviour towards
individuals with a mental illness (Zani, 1995). Furthermore, although scientific knowledge
sources may prescribe a particular view of 'mental illness' and particular 'mental disorders',
pre-existing social understandings may influence the development of the perspective of
mental health professionals, such as psychologists, throughout their educational process.
One theoretical and empirical orientation that seeks to address such issues is that of social
representations theory. Social representations have been described as the ways in which
people understand, organise and communicate knowledge (see Moscovici, 1984). This
theory takes into account not only the information that is symbolically embodied within
the thoughts of the individual but also how such information is negotiated and navigated at
a shared and social level, such as through social interaction. It therefore takes into account
the dynamic nature of representations. This perspective is particularly important to how
society conceptualises mental illness because scientific and public ideas about what
constitutes mental illness can, and have, changed over time (Conrad & Schneider, 1992;
Horwitz & Scheid, 1999).
Some research has investigated the social representations of the community in regard to
‘mental illness’ (e.g. Zani, 1993), and some research has also assessed the representations
of professionals, such as psychologists (e.g. Morant, 1998). However, little attention has
been paid to how social representations of mental illness may change in content and
structure with the influence of educational and scientific notions of mental illness. The
present study seeks to identify how social representations of mental illness and related
concepts might differ at different points throughout the education and training of
psychologists, as social representations are influenced by scientific knowledge. The
following discussion focuses on perspectives of mental illness, emphasising the social
context in which mental illness and the mental health profession are understood.3
1.1.  The nature of 'mental illness'
Mental health and mental illness can be defined in many ways, spanning both changes in
historical conceptualisations and differences in current perspectives. Mental illness and
mental health may be seen on a continuum, or they may be seen as categorical (Horwitz &
Scheid, 1999). A common element to most theories, however, is that mental illness
manifests itself through patterns in primarily behavioural repertoires, or as behavioural
evidence of cognitive functions that impair everyday functioning. Although the causes of
mental illness may be debated, judgements are made primarily upon the expression of
behavioural symptomatology. Compared to physical diseases, where physical symptoms
may be evidence of a physical illness, behavioural symptoms are considered evidence of a
mental illness. Thus, whereas a diagnosis of a form of cancer can only be made after tissue
samples have been assessed, a diagnosis of a form of anxiety disorder is made after
assessing whether certain behavioural symptoms meet specific criteria (Szasz, 1998).
This defining aspect of mental illness has been present since the description of "madness"
in biblical times, where individuals who behaved in ways which seemed unusual or
bizarre were deemed to be possessed by the supernatural or be due to divine punishment
(Conrad & Schneider, 1992). Similarly, once the medical profession had become
established to attend to the "insane", it was those who exhibited deviant and abnormal
behaviour who were treated, and often confined to 'lunatic' asylums. This was to ensure
that those who could not care for themselves or were particularly dangerous were of no
threat to themselves or others (Shea, 1999). Medical research still pursues associations
between biological changes (e.g. in brain chemistry) and behaviour (Schwartz, 1999), but
assessments and diagnoses, such as those based on the DSM-IV, are still predominantly
made on the basis of behaviour, or behavioural outcomes.
1.1.1  Definitions of mental illness
This focus on behaviour is also present in current definitions of mental illness, although
there are different definitions depending on the context in which the term is used. For
example, mental illness has been a subject of scientific study for some time. The
foundation of such scientific study has evolved into various diagnostic systems, which
differentiate the generic concept of mental illness into specific mental disorders. In the4
DSM-IV (American Psychiatric Association, 1994) for example, the definition of mental
disorders is specified as
"... a clinically significant behavioral or psychological syndrome or pattern that occurs in
an individual and that is associated with present distress (e.g., a painful symptom) or
disability (i.e., impairment in one or more important areas of functioning) or with a
significantly increased risk of suffering death, pain, disability, or an important loss of
freedom. In addition, this syndrome or pattern must not be merely an expectable and
culturally sanctioned response to a particular event. Whatever its original cause, it must
currently be considered a manifestation of a behavioral, psychological, or biological
dysfunction in the individual. Neither deviant behavior (e.g., political, religious, or sexual)
nor conflicts that are primarily between the individual and society are mental disorders
unless the deviance or conflict is a symptom of a dysfunction in the individual, as described
above. " (American Psychiatric Association, 1994, xxi-xxii).
Such definitions are important, not only to provide a framework of understanding for
mental health professionals, but also to guide the allocation of resources, and to focus
research.
Legal definitions are also important, initially being designed in Australia to ensure the
justified detention of 'lunatics' and 'idiots' likely to commit suicide or commit a crime, and
to ensure appropriate treatment of such individuals while in that care (see Shea, 1999). In
a similar way, the Mental Health Act of Western Australia (1996) seeks to ensure that
persons with 'mental illnesses' have appropriate care, treatment, and to protect the
individual's rights. Section 4(1) of the Act reiterates the importance of behavioural
symptomatology and defines that a person has a mental illness if the "person suffers from a
disturbance of thought, mood, volition, perception, orientation or memory that impairs judgment
or behaviour to a significant extent."
Furthermore, it also excludes people who are not deemed to have a mental illness
primarily on the basis of behaviour. As stated in s4(2) of the Act, someone
"…does not have a mental illness by reason only of one or more of the following, that is,
that the person -(a) holds, or refuses to hold, a particular religious, philosophical, or
political belief or opinion; (b) is sexually promiscuous, or has a particular sexual
preference; (c) engages in immoral or indecent conduct; (d) has an intellectual disability;
(e) takes drugs or alcohol; (f) demonstrates anti-social behaviour."5
The Act is also designed to have medico-legal implications for individuals involved with
the care and treatment of individuals who have a mental illness. This particular definition
may therefore influence the mental health professionals' ideas and understandings of
mental illness.
From a public perspective, the definition of ‘mental illness’ that is communicated from
governmental authorities to the wider community sometimes reflects a greater emphasis
on the similarities between mental illness and physical illness. For example, a community
publication called Mental Illness - The Facts (Commonwealth Department of Health and
Aged Care, 2000) states that mental illness "is a general term that refers to a group of
illnesses, in the same way that heart disease refers to a group of illnesses affecting the
heart". These can be divided into "psychotic" and "non-psychotic" illnesses, and, in
conjunction with descriptions of individual mental disorders found in similar brochures,
outline a variety of behavioural “symptoms” which identify the presence of a particular
illness.
Several points need to be made in regard to the use and acceptance of such definitions.
First, various terms are used to express similar ideas. For example, mental illness is used
to define the combination of all mental disorders, as outlined in catalogues such as the
DSM IV, and in the Australian Second National Mental Health Plan (1998) it is
specifically defined as such. In this way, the terminology used refers to similar concepts.
Similarly, terms such as emotional problems, behavioural difficulties, and abnormal
psychology are also used in relation to mental disorders and mental illness.  In addition to
the use of varied terminology, professionals and the wider community have often ascribed
to individuals the embodiment of mental illness, by referring to the “mentally ill” (e.g.
Ruppert & Bagedahl-Strindlund, 2001) or “schizophrenic patients” (e.g. George, Potenza,
Degen, Sernyak, & Woods, 2002). However, they have rarely discussed the “physically
ill” as a generic group or the “heart diseased”.
Second, although different definitions are acceptable and appropriate depending on the
contexts required for professional and public use, the impact of this can be problematic.
Schinnar, Rothbard, Kanter & Jung (1990) found 17 different definitions of "severe and
persistent mental illness" described from various sources in the US literature, and used6
these definitions to assess the mental health status of individuals attending a clinic.
According to these different definitions, the prevalence of serious mental illness varied
from 4% to 88%. This poses an interesting question about how professionals, and indeed
community members, communicate about and understand such concepts as 'mental illness'
and ‘the mentally ill’, given that they need to negotiate and navigate through such varying
definitions.
Third, most of the definitions outlined are imposed definitions. Professionals and
community members may or may not reflect the use of definitions described by
professionals in the literature in a daily context. At one point in legal history, the
definition of "mental illness" was absent altogether in Mental Health Acts, with the
justification that, because medical definitions can be problematic, a lay person or
reasonable person definition should suffice (Shea, 1999).
In sum, ideas about how mental illness is understood can be gleaned initially from
definitions of the concept. What is noticeable, however, is that there is a wide range of
definitions and terminology, based around the term 'mental illness', which are appropriate
in different situations and used in different ways by academic and professional bodies.
Despite attempts to clarify the community's understanding of mental illness through public
awareness programs, the application of terms within a legal, governmental, and mental
health context can continue to send different messages to the community as well as being
debated amongst professionals.
1.1.2  Perspectives and models of mental illness
Definitions of the term "mental illness" provide a snapshot of how the concept of mental
illness can be constructed. They are a quick reference for understanding and
communicating about related issues for a particular purpose. Individuals in the
community, and those in the educational process preparing for mental health practice, are
also influenced by perspectives and models of mental illness that are debated in the
academic literature. This may be through study, or through the media (this will be
discussed further in section 1.4).7
The most influential perspective to date, in both a professional and community capacity, is
that of the biological-medical model of mental illness. Different forms of mental illness
are considered "brain diseases" in the same way that physical diseases are considered to
exist, such that mental disorders are due to brain dysfunction and abnormality (Schwartz,
1999). The conceptualisation of mental illness as having a physical basis is not a recent
development. Hippocrates in the 4
th Century BC referred to the humoral theory, which
stated that the four humors of blood, phlegm, black bile, and yellow bile were responsible
for temperaments such as melancholia (depression) and choleric (anxiety). Despite the
eventual rejection of the theory, the notion of physical cause in mental illness has been
raised continually throughout history (see Conrad & Schneider, 1992).
Modern medicine has seen the development and scientific evaluation of various biological
theories. This includes suggested abnormalities in brain structure and brain function (e.g.
Copolov & Crook, 2000, Raz & Raz, 1990), biochemical abnormalities, particularly in
neurotransmitters such as dopamine (e.g. Davis, Kahn, Ko & Davidson, 1991) and
serotonin (e.g. Schloss & Williams, 1998), and as a genetic component (McMahon, et al.
2001). The results from studies are often inconclusive (Schwartz, 1999), or at best
suggestive, and there are still no clear physical examinations or tests that are used to
identify psychiatric disorders (Bond & Lader, 1996). However, the link between mental
illness and physical cause is still evident in the community, with popular terms describing
mental illness as a 'chemical imbalance' (e.g. Foster, 2001) or as inherited.
The development of the biological model of mental illness has also introduced an ever-
increasing number of medical treatments, in particular pharmacological treatments (Bond
& Lader, 1996). In fact, the clearest suggested evidence for the presence of biological
influences in mental illness is often provided in the observation that many psychotropic
medications have an intended effect (Schwartz, 1999). The continuing research and
development of medication related treatment ensures that the value that is already afforded
to the medical profession in western society is closely tied to psychiatry (Conrad &
Schneider, 1992). It is no surprise, then, that the medical model continues to be influential,
be it directly through professional understandings and reliance on the medical profession
in the treatment of mental health problems, or more subtly in the community in the
vocabulary that surrounds mental illness and mental health.8
Psychological perspectives on mental illness focus mainly on factors within the individual
that result in problematic feelings, as well as difficulties in thoughts and behaviours
(Peterson, 1999). Currently, in Australia, the most widely supported model of "abnormal
psychology" used in clinical settings in mental health is the cognitive- behavioural model.
Mental disorders, such as depression and anxiety, are viewed as a result of the way an
individual perceives or thinks (e.g. Beck, Rush, Shaw & Emery, 1979), and of how an
individual has learned through processes such as conditioning or modelling (e.g. Keane,
Zimering & Caddell, 1985). Intervention and therapy for mental illness may involve
changing problematic thoughts and beliefs, for example to reduce distress (e.g. Olevitch,
1995), as well as modifying problematic behaviour, such as reducing avoidance of fearful
situations through repeated exposure. Although the medical model may govern mental
health care, cognitive behaviour therapy (CBT) as used in clinical psychology is still
valued, with hospitals involving clinical psychologists in a multidisciplinary context
within psychiatric settings. The ideas behind cognitive and behavioural understandings of
mental health and illness are also likely to be present in the community, with notions of
'thinking positively' and 'facing your fears' cited as ways to overcome difficulties.
Other models that emphasise factors internal to the individual include the psychoanalytic
and psychodynamic models, which are typically associated with Sigmund Freud and Carl
Jung. Within these models the cause of mental disorder is attributed to problematic
psychological energy, early childhood experiences, and inner conflicts that create anxiety,
against which the mind tries to defend itself through unconscious defense mechanisms
such as repression (Peterson, 1999). The humanistic model emphasises the importance of
the individual's needs and values, and focuses on the importance of awareness and choice
in human behaviour. The experience of mental health difficulties is of primary focus,
where therapy involves empathy and support (e.g. Cain, 2002; Prouty, 2002). Mild forms
of anxiety and depression can be usefully thought of in terms of difficulties with self-
esteem where such support and encouragement may be effective (Peterson, 1999). These
approaches, although less often used in clinical settings, may still influence community
understandings of mental health and mental illness. In conjunction with CBT, the
community is likely to be aware of the notion of 'therapy' and 'counselling' for emotional
difficulties, and the importance of talking about one's problems.9
Beyond the individual, sociological approaches to mental illness, which may occasionally
overlap with psychological models, may also influence professional and community
perspectives on psychopathology. In this approach, the emphasis is on the social context
of the individual, or external factors, playing a crucial role in the development of mental
health problems. For example, the accumulation of social stressors, such as major life
events, or structural strain, such as unemployment, can lead to mental health problems
(Thoits, 1999). Sociological approaches also emphasise the social reactions of society
towards individuals who violate norms - such as the mentally ill, and the contributions of
labelling in the development and maintenance of behaviour attributed to mental illness
(Pilgrim & Rogers, 1993). Cultural perspectives also identify social and cross-cultural
differences in psychopathology and emphasise the role of cultural values, norms and
beliefs in the development, expression, and assessment of mental health problems (e.g.
Lucas & Barrett, 1995).
Although some professionals, such as psychologists, are trained in and may favour one
perspective more than another, an increasing trend is to acknowledge the influence of
numerous factors on mental illness (Peterson, 1999). The biopsychosocial model considers
the interaction of biological mechanisms, individual factors and the social context, and is
often taught as the ideal model of abnormal psychology in undergraduate textbooks (e.g.
Wilson, O'Leary & Nathan, 1992; Davison & Neale, 2001). Furthermore, treatment
options for the mentally ill are now more often tailored to take into account a broader
range of factors, such as in the combination of psychopharmacology and psychotherapy
(see e.g. Sperry, 1995).
In sum, a variety of models from a micro level (biological) to a macro level (sociological)
provide different frameworks for understanding mental illness. These are likely to be
present in an academic environment, such as through the education of the psychology
student, and in a professional context, such as through contact with different professions in
a multidisciplinary context. They are also likely to be present in the community, although
lay knowledge of such models may be limited.10
1.1.3  The social context of perspectives on mental illness
Models and perspectives on mental illness focus on how mental illness develops within
the individual. Much of psychology in the past has focused on such psychological
phenomena in the context of internal processes (Moscovici, 1984). Far less research has
investigated how the concept of mental illness is generated. Ideas about mental illness and
'mental disorders' do not occur in a vacuum; they are developed and negotiated in response
to historical changes and community responses to scientific knowledge and
implementation. For example, the category of posttraumatic stress disorder was developed
in response to Vietnam veterans' 'symptoms' of distress regarding memories of war
(Lembcke, 1998). No longer were they merely 'shell-shocked', they were 'mentally ill'.
Further, the removal of the category of homosexuality from the DSM is often cited as an
indication that social and political change can alter understandings and assessments of
"mental illness"(Bayer, 1987; Silverstein, 1984; Wilson, 1993). Therapies and
interventions similarly change in response to historical changes (Peeters, 1996).
It should be emphasised, however, that excluding the role of individuals from the social
context of the concept of mental illness is as problematic as excluding the role of social
forces in the development of the concept of mental illness. After all, without the
'individual', there is no 'social'. An emphasis on the social aspects of psychological
phenomena need not preclude the role of the individual in the investigation of such social
aspects (cf. Billig, 1988). The theory of social representations (see Moscovici, 1984;
1988) is one that espouses the view that the universal, socio-cultural influence operates
interdependently with phenomena operating at an individual level; in essence, the social
manifests itself though the individual (Markova, 1996).
1.2.  Social representations
Social representations can be described as sets of understandings and ways of organizing
information about reality, the development of which occurs in social groups (De Paolis,
1990). It has enjoyed a particular popularity in Europe, where it originated in France with
the publication by Moscovici detailing how psychoanalysis and scientific theory is
disseminated throughout society (see Farr, 1987).11
Social representations theory emphasises the notion of a shared or social reality that is
developed through communication. The primary function of social representations is to
provide a framework for giving meaning to what is new, different, or unsettling
(Moscovici, 1998). As Moscovici (1984) notes, "the purpose of all representations is to
make something unfamiliar, or unfamiliarity itself, familiar" (p24). Social representations
are shared understandings intended to reduce the vague and ambiguous nature of
unfamiliar concepts to enable interpersonal communication about that concept to occur.
They not only guide what we think, but also how we think. Social representations can be
seen as groups of associated ideas and images, which, rather than being seen as static,
change and evolve over time and situation (Moscovici, 1998).
The theory of social representations itself has developed and evolved since its inception.
In relation to mental illness, there are a number of important concepts detailed in the
original accounts of social representation theory as well as concepts that have since been
suggested and debated in the literature. Given that mental illness and the "mentally ill"
may be seen as different or unfamiliar, even at a professional level where "cause" is
sought but rarely found, social representations theory may be useful in exploring how
people understand and conceptualise the phenomena.
1.2.1  Key concepts in social representations
Moscovici (1981; 1984) indicates that the primary purpose of social representations is to
make information that is initially unfamiliar and unknown familiar to the individual. Thus,
in order to process new information, individuals will anchor the information to a concept
that is already represented, to a representation that is already familiar. In particular, the
process involves classifying and labelling the object or concept to make it more tangible
(Moscovici, 1981). For example, 'mental patients' may be likened to other categories of
individuals who are seen as not fitting the norm, such as 'idiots', and in doing so mental
patients acquire the characteristics associated with the representation of 'idiots' (see
Moscovici, 1984). Anchors are not just chosen independently without context, but arise
through social communication. Associating mental illness and physical illness, as
suggested in public information brochures, would provide, or perhaps impose, an anchor
to which individuals can process what may be unfamiliar, or obscure, concepts.12
Once an object or concept is classified and named, a prototype develops which
exemplifies the common characteristics. In this sense a prototype is a case example, or a
test case, which represents a broader group or classification. Judgements are then made
about a given individual depending on the extent to which the person is similar to the
given prototype. In particular, in judging that which is unfamiliar or novel, there is a
tendency to define it in terms of divergence from the norm (Moscovici, 1984).
Abstract and complex information also undergoes a process of objectifying in order to
make the information concrete and more familiar, such as through imagery and metaphor.
Moscovici (1984) uses the example that psychoanalysis, seen as a science, will lead to
aspects of the psychic system being seen as organs, because science is represented as
referring to physical organs. Thus, the imagery associated with that of psychoanalysis is
that which is already associated with science, allowing an initially unfamiliar and abstract
notion of 'psychoanalysis' to become a familiar and concrete concept. Similarly, by
maintaining the word "illness" in the term "mental illness", the concept can be objectified
and made concrete as analogous with physical illness, a disturbance of the brain - an organ
like any other.  It has even been suggested that the term mental illness is still too abstract,
and that "brain illness" may be a clearer term (Baker & Menken, 2001).
Both the concepts of anchoring and objectifying are cognitive in nature and as such can be
seen to operate within the individual. However, they are social to the extent that the nature
of these concepts is shared amongst group members. Furthermore, these representations
are social in that they are created and modified within a social environment, becoming
shared within a group through the interaction of its members (Moscovici, 1988). They also
serve a social function, to "create a sense of commonality and maintain social life"
(Markova, 1996, p.183). Social representations of mental illness, then, may be developed
and depicted in various social environments, including conversations or through the
media.
Social representations are considered by Moscovici (1984) to be created and developed in
the social world of everyday life, or the consensual universe. In this environment, group
members are equal, where all have freedom to speak and to exchange ideas. Exploration of
concepts and understandings of the world are couched in conversation, experience,13
images, traditions, and behaviour that form a part of social life. In the consensual universe
these "amateur scientists" are able to develop their personal theories about aspects of
reality, including human behaviour, based on their own complex mix of experiences and
information gained from different sources (Moscovici, 1982; Moscovici & Hewstone,
1983). Social representations determine a shared field of ideas, where "curious observers"
are free to explore and express their opinions and theories (Moscovici, 1981). Moscovici
(1981; 1984) contrasts this consensual universe with the reified universe, where
individuals are unequal and competency determines the right to contribute objective
meaning and ideas. Here, roles and rules structure the system in which individuals operate,
and it is science, in particular, that often dictates the terms with which a given concept is
understood or known.
The consensual universe, or the world of common sense, is seen as separate from the
scientific, reified universe; whereas the purpose of social representations is to make the
unfamiliar familiar, the purpose of science is to make the familiar unfamiliar (Moscovici,
1981). However, Moscovici (1984) also makes note of the passage between the two
worlds. As described in the example above, scientific concepts and theory, such as
psychoanalysis, are diffused into the community where common sense is created based on
popularised forms of scientific knowledge. Today's headline science is tomorrow's coffee
room conversation. However, the direction of influence in which knowledge travels may
not be one way. The development of scientific theory is not insulated from the lay world
of common sense. Scientific knowledge, at some point in history, has been noted as
having developed from common sense concepts (Farr, 1987; Flick, 1998), which are then
abstracted and treated empirically. Furthermore, every scientist began as a student, bearing
knowledge that was part of this prescientific world (Bangerter, 1995). This notion of
common sense transmission is one that needs to be considered in the current study, given
the focus on social representations at various levels of education and contact with
scientific knowledge (see section 1.4 for a more detailed analysis).
The structure and organisation of social representations has also been considered in
previous literature. Of interest is the concept of social representations consisting of a
central system and a peripheral system (see e.g. Abric, 1993; 2001; Wagner, Valencia &
Elejabarrieta, 1996). The central system, or central core, is considered stable, relatively14
invariant, independent of social context and provides a shared basis of consensual
understanding that is marked more by historical conditions and collective memory than by
current circumstance. The central system provides the normative essence of the
representation and resists change (Abric, 2001). The peripheral system, in complement, is
thought to provide a functional role, surrounding the core of the representation and
adapting it to a concrete reality. It is considered flexible, context variant, heterogeneous
and is linked to the personal experience of the individual (Abric, 1993).
This structure is of importance as it may be possible to suggest that the core of
representations about mental illness and the mentally ill may be relatively contained
regardless of knowledge or education. Some core aspects of the representation will
continue to be defined at all levels, tying together the group as a whole, providing a shared
basis upon which the mentally ill can be discussed, if not defined. The more peripheral
aspects of such social representations may change, or become salient at different levels.
Aspects of the representation that have a greater relevance to the group may be defined
based on the circumstance which faces that particular social group, or in this case the
particular level of psychology education.
The structure of social representations as consisting of a central and peripheral system
allow for their dynamic, changing nature, whilst still maintaining some degree of
continuity that can be discussed across time and place. In fact, it is becoming increasingly
acknowledged that the shared nature of social representations is not a matter of simple
consensus, agreement, or uniformity (e.g. Flament, 1994). Instead, social representations
are consensual and shared in the sense that they provide a framework for reducing
ambiguity, not merely in reference to the concept being discussed, but in providing a
framework so that the concept can be discussed (Moscovici, 1998). Rose et al. (1995)
discuss the notion of a representational field which allows for consistency - to allow a
common dialogue for interaction - but which also allows for a degree of tension,
ambivalence, and inconsistency, as representations are not static entities.
Such a representational field could act as a means by which representations of mental
illness are not simply accepted in all areas of social life. Ideas about mental illness may
have an underlying theme, which tie together communication about the concept and those15
affected by it. However, for the most part, the representational field also creates an arena
in which ideas about mental illness are explored, debated, and negotiated within a social
context.
Finally, another concept of interest to the current study is Foster's (2001) discussion of
unification and differentiation. Specifically in regard to mental illness, Foster's research
suggests that a generic representation of mental illness is accompanied by a differentiation
into mental illnesses. In other words, although there is an underlying presence of a unified
notion of mental illness that is understood as one concept, one category, the lay
community may differentiate between different categories or different types of mental
illness. Mental disorders such as schizophrenia, anxiety, depression and so on have their
own set of understandings and representations associated with them. Professional
publications, such as the DSM-IV, and governmental publications, such as those
distributed in public campaigns, already make that distinction, publicly discussing mental
illness as a global concept while acknowledging that it is an aggregation of mental
disorders.
Foster (2001) also discusses the differentiation of mental illness based on sets of continua.
Individuals seek to understand mental illness through various lines of differentiation, such
as the similarity to normality, the extent of harm to self or society, the duration of
symptoms, the extent of symptoms, and whether the individual has treatment. These
continua provide a gauge by which people can interpret and objectify mental illness,
allowing differentiation of mental illness to occur.
These important concepts all bear importance in the present study. The processes of
anchoring and objectification, with an associated prototype, develop the representation,
which can be expressed through a stable core, that provides an avenue for communication
about mental illness and the mentally ill, as well as a peripheral system that allows for
ambiguity, inconsistency and debate. Furthermore, a unified concept of mental illness may
strike at the core of what it means to be mentally ill, tying together understandings of
differentiated disorders.16
1.2.2  Social representations and other orientations
As can be seen, social representations theory provides a number of useful and relevant
concepts in exploring how mental illness and the mentally ill are understood and
conceptualised. However, social representations theory is not the only way to explain or
describe how objects in society are known. A number of other approaches within social
psychology are also available to use as a framework, such as those based on attitudes or
stereotypes. Many of these approaches have also examined the issue of mental illness
within a social context.
For example, a great deal of work examining the social context of mental illness has
investigated attitudes towards the mentally ill (see e.g. Bhugra, 1989). These include
public, student, and professional attitudes (e.g. Brinn, 2000; Jorm, Korten, Jacomb,
Christensen & Henderson, 1999; Murray & Steffen, 1999; Paykel, Hart & Priest, 1998),
and such studies generally report unfavourable public attitude towards the mentally ill.
This is supported by research and literature that has examined stigma (e.g. Crisp, Gelder,
Rix, Meltzer & Rowlands, 2000; Sartorius, 2002), stereotypes (e.g. Jones & Cochrane,
1981), prejudice (e.g. Corrigan, Edwards, Green, Diwan & Penn, 2001), and
discrimination (e.g. Noe, 1997) towards individuals with a mental illness. Other research
within a social cognitive framework has also explored these concepts in relation to
attributions about the mentally ill (e.g. Martin, Pescosolido, Tuch, 2000). Generally, the
extensive data accumulated from such studies tends to show that the mentally ill are a
marginalised group, viewed negatively and often fearfully, by the community.
Research has also been conducted within a framework based on social knowledge of
mental illness and beliefs about the mentally ill. For example, in assessing public
knowledge about mental illness, or "mental health literacy", researchers have focused on
the recognition of mental disorders, as well as beliefs about causes and professional help
(see Jorm, 2002). Research investigating "lay concepts" of mental disorder, has identified
features based on social deviancy, harm and abnormality (Haslam & Giosan, 2002).
"Public conceptions" of mental illness have also been studied, with a broader definition of
mental illness identified in the 1990's compared to the 1950's, and an increase in
perceptions of those with a psychotic mental illness as violent and frightening (Phelan,
Link, Stueve, & Pescosolido, 2000).17
These research approaches are complimented by studies investigating the broader
influences that contribute to individual knowledge, beliefs, attitudes and stereotypes.
There has been wide discussion of the role of the media in providing a context for public
perception of, beliefs about, and attitude towards, mental illness (see e.g. Philo, 1996).
Many studies explore how mental illness and the mentally ill are depicted in, for example,
television (e.g. Signorielli, 1989) and print media (e.g. Coverdale, Nairn, & Claasen,
2002).
It is important to differentiate these approaches from social representations theory to
identify how social representations can provide a unique perspective on the phenomenon
of understanding mental illness. Social representations theory can be differentiated from
other theories and approaches in a number of ways. First, the degree to which the purpose
of the study focuses on the individual or on the social distinguishes social representations
from other theories or approaches. As indicated from the outset, the majority of
psychological study and research focuses on the individual. Even in the field of social
psychology, much research has sought to investigate social phenomena from a largely
individualistic perspective (Moscovici, 1982; Parker, 1989). For example, social schema
theory and social cognition research traditionally seeks to determine processes,
mechanisms and structures which are internal to the individual (see e.g. Augostinos &
Innes, 1990; Wagner, 1992) but which are about the social. Attitudes, although connected
to social values, have been researched mainly as an individual phenomenon (Jaspar &
Fraser, 1984). At the other extreme, much has been written about the comparison between
Moscovici's social representations and Durkheim's collective representations (e.g. Farr
1987; Moscovici, 1998). Collective representations transcend the individual, independent
from internal processes (Nemedi, 1995).
Social representations theory, on the other hand, is not concerned with internal processes
in and of themselves, but see them as a means by which they contribute to the
development of a shared understanding of a given object. It is the socially shared
understanding that is of primary interest. Furthermore, a greater emphasis is placed on
how these representations are created within the social arena, how they are developed by
the interaction of the individual and the social. In effect, social representations theory is
unique in that it is inclusive of both the individual and the collective in the development of18
representations: "social representations are 'in the world' as well as being 'in the
head'."(Farr, 1987, p359).
A second area of difference between social representations theory and other approaches is
that the nature of social representations is dynamic, fluid (Moscovici, 1998), and often
ambiguous or inconsistent (Rose et al., 1995). Most other forms of investigation of social
knowledge do not emphasise the changing nature of social knowledge or social processes.
In social cognition research, the intention is to examine and explore cognitive processes
that function in a similar way within each individual (Wagner, 1992). Stereotypes are
generally more rigid (Moscovici & Hewstone, 1983), and collective representations are
thought of as "social facts" (Ho & Chiu, 1998) or "givens" (Moscovici, 1981) that are
resistant to change. Social representations theory acknowledges and emphasises the ways
in which social representations are flexible, changing and evolving dynamically in
response to the environment and the social world. Furthermore, there is an increasing
emphasis to avoid the notion of uniformity and agreement. Instead, the focus is on
exploring those aspects of social representations that are inconsistent or ambiguous, that
set the scene for debate and change.
Finally, social representations theory may differ from other theories in the way it
acknowledges scientific knowledge and how it is diffused into the general community.
Again, it is the way in which such information becomes 'common' knowledge, through
individual processes that are brought to the fore within a social context, which contrasts
social representations theory from other perspectives. Although much research has
focused on "public conceptions" or "lay knowledge" of mental illness, the theory of social
representations provides a framework for exploring not just the content, but also the
structure of such knowledge and the processes by which this knowledge develops. In fact,
it is possible to interpret previous studies that have investigated knowledge or beliefs
about mental illness (e.g. Fisher & Farina, 1979) within the framework of social
representations theory (see Moscovici & Hewstone, 1983). Thus, the current study
The above examples clearly do not exhaust the variety of approaches that may be
applicable to the current study. However, these examples do show how social
representations theory presents a unique perspective on how knowledge is developed and19
used by individuals and social groups. In regard to the current investigation, this approach
has been chosen for a number of reasons First, social representations theory, perhaps more
than other theories, acknowledges both the individual and the social in the development of
understandings of mental illness, rather than ignoring one or the other. Second, it
recognises that representations are dynamic and can change, and can contain
inconsistencies. Identifying such inconsistencies can provide important information about
how ideas about mental illness change, which is an important consideration given that
understandings of mental illness have evolved over time. Finally, as the current study
focuses on groups that are privy to scientific knowledge and experience, social
representations theory can provide an insight into how such groups negotiate
understandings of mental illness in relation to a developing knowledge base of scientific
information.
1.3.  Social representations of mental illness
Within the area of social representations, mental illness has been a commonly studied
topic, along with other aspects of health, such as AIDS. However, in comparison to the
body of research on other issues related to mental illness the literature is relatively scarce.
Although there are few studies, they provide a rich source of information on the social
representations of mental illness using a variety of different methods. This section will
focus on research that establishes underlying themes associated with mental illness and the
mentally ill, as well as highlighting how representations may differ according to various
groups.
1.3.1  Representations in the general community
Social representations of mental illness can be seen among the expressions of individuals
in groups, in the media, and as being different across cultures. As Moscovici (1984) notes,
social representations flourish in the consensual universe and develop through group and
individual communication. Social representations, then, act as a shared reality in the social
world of how individuals with a mental illness can be viewed and treated.
Zani (1995) investigated the representations of the mentally ill in shopkeepers from three
different districts in Italy, who would encounter individuals with mental illness in the20
course of their daily transactions. In assessing responses to a questionnaire, Zani found
that the representation of normal people differed from psychiatric patients in that normal
people were viewed as egoist, banal, arrogant, controlled and open. In contrast, psychiatric
patients were seen as more altruistic, original, mild, impulsive and closed. Zani also asked
shopkeepers to sort personality-trait cards into categories of the normal person and types
of mentally ill persons. Shopkeepers in the districts with either no contact with psychiatric
patients or contact with prototypical patients (e.g. psychiatric patients in the asylum)
represented the "madman" as being dangerous, unpredictable, and aggressive. "Sick"
individuals were seen as being depressed, sad, isolated and frightened. In contrast,
shopkeepers who had contact with less prototypical patients, such as those living
independently, had less stereotypical representations of individuals with mental illness.
The nature of social representations of mental illness can also differ according to related
historical features (De Rosa, 1987). "Madness" can be conceptualised as monster-like in
the mythical and religious context, as criminal or deviant within legal code, as sick and
handicapped within the medical context, or in the psychologised notion of being depressed
and emotionally disturbed. De Rosa (1987) discusses the results of her research
investigating how social representations of mental illness and madness can manifest in the
drawings of children and adults. By asking children and adults to draw pictures "of a
madman", she found that the most common pictures drawn represented deviance, such as
breaking social rules, acts of violence and aggression, or other forms of criminal deviance.
However, by asking them to draw "as a madman", the drawings most frequently
represented the "magic-fantastic" type of image. This group of drawings contained images
representing positive-negative dual connotations. Some of the drawings focused on
seemingly positive aspects of the madman being "jolly" (such as a clown), or expressing
creativity (such as an artist). Other drawings appeared to be more negative, such as
drawings of monsters in various forms, or drawings representing cognitive delay.
Taken in conjunction with Zani's (1995) research, the social representations of the
mentally ill and the madman appear mixed, indicating negative aspects such as threat and
danger, but also potentially positive aspects, such as being original. Furthermore, the
elements associated with the mentally ill and the madman also inherently reflect a sense of
difference from 'normal' individuals. Zani's (1995) study shows the contrasting nature of21
the characteristics associated with the "normal person" and the "mentally ill person" such
as banal compared to original, and controlled compared to impulsive or unpredictable.
Similarly, drawings "of a madman" or "as a madman" (De Rosa, 1987), reflected a strong
difference from normality through images with tones of magic, fantasy, deficiency, and
social or criminal deviance.
De Rosa (1987) also discusses the results of a questionnaire regarding various aspects of
the 'mad person' and the mentally ill. Generally, the conceptualization of madness and
mental illness in young children was based on criminalized notions of deviance and
danger. This representation shifted towards a more medicalised understanding, in adults,
of the mad person as less dangerous, though perhaps still strange, and characterised by
more psychiatric diagnoses and terminology.
Other studies, which do not specifically explore social representations, still exemplify the
way individuals in society share a common set of understandings of how 'mental illness' is
viewed. For example, a study of folk criteria of mental illness characteristics was
conducted in rural Laos where there was an absence of mental health professionals
(Westermeyer & Wintrob, 1979). The members of a number of villages were asked how
they came to assign the social label of baa (insane) to certain individuals. Primarily, the
common characteristics assigned to such individuals included destructive behaviour and
unprovoked assaults, social isolation, self-endangering behaviour, and being socially
disruptive or inappropriate. Thus, even in rural Laos, characteristics of the baa or the
insane are similar to the 'madman' and mentally ill perceived by certain shopkeepers in
Italy.
As social representations function to guide social behaviour (Moscovici & Hewstone,
1983), social representations of mental illness are also likely to influence how individuals
and communities respond to the mentally ill. In a renowned study, Jodelet (1991) explored
representations of the mentally ill in a French village where psychiatric patients were
placed as lodgers with families within the community. In order to have some kind of
understanding of who these people were, the lodgers were compared to idiots and tramps,
called rogues (Moscovici, 1984) and treated as outcasts. Having labelled them as such,
being separated categorically from normal individuals, they were treated as separate from22
the community, often forced to eat separately from others in the household, with separate
accommodation. Such a study shows how the social representations of mental illness have
a noticeable effect upon the social world.
As can be seen above, for the layperson, aggression, violence, and possibly illness, may be
seen as prototypical characteristics of madness, and by generalisation, potentially of
mental illness. Through this notion of threat, it is clear that a distance is created between
the normal person and the mentally ill. By placing the mentally ill and the mad in the
realm of deviance and threat, it may be easier to separate such individuals from 'normal'
individuals thus maintaining an adequate distance between the ingroup and the outgroup.
In being separate, and with mental illness being perceived as deviant or substandard in
some way, the ingroup (normal people) are able to maintain a more favourable social
status over the outgroup (mentally ill). Some factors may perpetuate the representation,
such as images in the media (Rose, 1998) and other factors may allow for a change, such
as contact with less prototypical individuals (Zani, 1995).
1.3.2  Representations in student populations
Social representations of mental illness have also been studied in student populations.
These samples have varying levels of contact with education relevant to the area of mental
health and mental illness. For the purposes of this review, the focus will be on students at
a tertiary level of education.
In a study of social representations of mental health and mental illness in Mexican
students, 'mental illness' was mainly associated with being unbalanced and insane (Garcia-
Silberman, 1998). There was some association to a medicalised model through the
connection to 'illness', but a psychologised model of emotionality and distress was also
evident through the association of sadness and anguish. In comparison, 'mental health' was
mainly conceptualised as general health, where having balance, sanity, health, and
happiness, were featured as associated characteristics.
Students who have more contact with aspects of mental health and mental illness may
have differing social representations from that of the layperson or students in non-related
fields of study. Representations of mental illness, madness, and physical illness were23
studied in a group of psychology, medicine, nursing and science students (Zani, 1993) as
part of a wider research project investigating social representation of mental illness in
Italy
1 (e.g. de Rosa, 1987). In general, it was found that "sick" people were seen as having
a loss of control, and as being tired, sad, worried, suffering, and weak. This was compared
with that of the 'madman' who was strange, unpredictable, different, original and amusing.
Medical and science students tended to view the mentally ill as being dangerous, strange
and violent, whereas nurses considered isolation to be more of a defining factor.
Psychology students used more uncommon characteristics such as calm, sensitive and shy
(Zani, 1993).
In Foster's (2001) study, non-psychology and psychology students in either their first or
their final year participated in focus groups to discuss the concept of mental illness.
Generally, a unified representation of mental illness emerged in the discussion groups,
based on violence, unpredictability and distance - characteristics that are common in some
way to representations in lay people and students. There was also a clear presence of the
various models of mental illness in the representations. Mental illness was clearly
connected to the medical model, with an emphasis on the role of an imbalance of
chemicals and the location of mental illness in the brain. However, there was also an
acknowledgment of the role of social stressors in triggering the onset of mental illness.
Interestingly, Foster also identified the importance of responsibility. There was some
suggestion that mental illness may be partially under the individual's control, indicating
some responsibility or choice on the part of the individual. This was paradoxically
contrasted with the notion that mental illness exempts an individual from responsibility for
their actions.
Foster (2001) also emphasised that social representations of mental illness were
differentiated into "mental illnesses". Mental illness was separated into "higher level"
types, such as schizophrenia and manic depression, which showed characteristics
classically associated with madness, and "lower level" types, such as anxiety and
depression, which were less serious, less threatening, and closer to the realm of normal
                                               
1 Many publications resulted from the wider project, particularly by de Rosa, which were printed in
languages other than English, and as the current study was limited in accessing these publications, they have
not been included in this review.24
individuals. These levels seemed to be separated based on sets of continua that, as Foster
states, are used to differentiate mental illness outside of medical categorisations. For
example, individuals may interpret behaviour based on whether it is more closely bound to
normality or mental illness. Severity may be determined by how harmful the person's
actions are, and whether they are harmful to the self or harmful to others. Temporal
aspects may also be important in understanding mental illness, such as the current duration
of symptoms and the longevity of symptoms. Finally, the extent to which an individual is
receiving treatment can be used to objectify the notion of mental illness.
Thus, in students, the lingering notion of the mentally ill person as "different" is as
apparent as it is in lay perspectives, and may still include notions of threat and harm.
Mental illness and the mentally ill can be contrasted with an understanding of what is
normal, or what is mentally healthy, but the mentally ill are still maintained at a distance.
Scientific knowledge may be influential in some respects with some connection made
between the mentally ill and physical illness, as well as recognition of the impact of social
factors. Just as there is differentiation by the mental health profession, so too might there
be a differentiation of mental illness by students.
1.3.3  Representations in the mental health profession
Professional representations of mental illness and the mentally ill have also been
investigated in previous research. Zani's (1993) study included mental health
professionals, such as psychiatrists, psychologists and nurses, as well as students. In
addition to the differences found between student groups (described in section 1.3.2), Zani
also found some differences between the professional groups. Psychologists represented
the 'mentally ill' and the 'madman' as being original, helpful, anguished and isolated,
whereas the psychiatrists and psychiatric nurses depicted them as agitated, delirious,
psychotic and having hallucinations. Thus, those in the field of psychology may have
access to different information or experiences regarding the mentally ill, whereas others
may still maintain social representations found in the layperson.
Despite some differences, there is also some research to support that some agreement can
be found in mental health professionals' descriptions of the mentally ill person (Morant,
1998). Among a wide range of descriptions, common themes have been found,25
representing the mentally ill as different, as having some disruption by way of impaired
functioning, and as focused on distress. These themes were common to the interviews
conducted by Morant (1998) with British and French health professionals such as
psychologists, psychiatrists, psychiatric nurses, social workers and occupational therapists.
For these health professionals, the sense of difference or "otherness", which has been
similarly identified in lay representations of the mentally ill, was reflected in their
descriptions of the mentally ill person as being "qualitatively different" from the general
community. They see the mentally ill person as having very different experiences that are
uncommon to other people. For some aspects, however, there was also a "quantitative
difference" reflected as part of a continuum of mental illness, where individuals
experienced an "exaggerated" version of the normal experience. For these mental health
professionals, differences between the mentally ill person and the general community are
structured around the qualitative sense of difference, or psychosis, and the quantitative
sense of difference, or neurosis (Morant, 1998). What this may indicate is that, through
their training, professionals may no longer restrict characteristics of the mentally ill person
to qualitative differences as might be evident in lay perspectives. The mentally ill are not
included only within a separate category, distanced from the general community, but may
also be community members who walk backwards and forwards over the line of 'mental
illness'.
As found in some research investigating lay representations, the health professionals in
Morant's (1998) study also note the key feature of disruption to normal life. This
disruption may be evident when considering the individual's previous routine, as well as
compared to the socially prescribed understanding of "normal" life.  This may be shaped
by professional contact and training, given that in a professional role this disruption is
often the focus of intervention (Morant, 1998). Professionals may see mental illness as a
set of strategies that provide a functional role in the context of the "illness", but which is
not necessarily constructive in terms of interacting with others or in everyday activities.
Again, this may seem to suggest that although there are some core features in professional
and community representations, the degree of contact, experience or training that
professionals are privy to, may impact upon the expression of those representations.26
This is further supported by the interviewees' responses regarding the component of
distress in their definitions of mental illness. Morant (1998) describes how concepts
connected to distress such as fear, depression, isolation, and loss of control are used to
determine mental health and mental illness. Furthermore, stigma and prejudice were
included as part of that distress. While these aspects are also common to lay
representations, Morant contrasts professionals' representations of the mentally ill as
distressed with the more common lay representations of the mentally ill as distressing and
invoking fear in others. Previous research indicating that the mentally ill are commonly
considered threatening and dangerous may support this (e.g. Zani, 1993).
As well as defining characteristics of the "mentally ill", the types of treatment used with
mental illness have also been explored. Zani (1993) studied the treatment strategies
suggested by all of the groups above. Students considered objectives for the mentally ill to
be forming relationships with others and acceptance in society, whereas the health workers
indicated the importance of reducing symptoms and adapting to societal demands. In
particular, psychology students and psychologists differed from others, particularly
medical students and psychiatrists, indicating that they viewed mental illness and
treatment in a psychosocial context. Other groups used a more medical framework,
focusing on biological factors and drug treatment. Thus, in both defining characteristics of
the mentally ill, and in views of treatment, the level of information and the type of
educational background can be identified as influencing the representations of mental
illness and the mentally ill (Zani, 1993).
1.3.4  The portrayal of mental illness
In a broader context, one way in which social representations of mental illness may filter
into the social world is through the media. In a study of British television (Rose, 1998), it
was found that there were multiple meanings and representations of madness. This may
tend to reflect the diverse and mixed nature of social representations to which information
is anchored, as in De Rosa's (1987) findings. Various groups are likely to play a role in the
development of various representations, and members within such groups are likely to
anchor information to a particular concept. However, Rose (1998) also found a common27
theme of danger and violence in visual and verbal portrayals of madness in news and
drama programs.
In a similar vein, De Rosa (1987) exhibits the associations between the drawings of her
participants and historical images and artwork that portray madness or deviance. For
example, the "Madman of the tarot cards" was commonly portrayed in the north of Europe
as a figure dressed in clownish attire, bearing resemblance to the drawing of a 9-year-old
girl of a madman stereotyped as a "buffoon". Similarly, the association between the
madman and devil portrayed in artwork can also be seen in adults' and children's drawings
of the devil, when drawing "as a madman". Other artwork portraying the mythological and
the monstrous can provide a context in which madness is viewed via the drawings by De
Rosa's (1987) participants.
Social representations of mental illness can also be portrayed in various ways through
other forms of media, such as news reports. Mass communication of ideas through the
reporting of information plays an important role in the transmission of scientific
knowledge to the social world. Foster (2001), in addition to the focus groups already
mentioned (see section 1.3.2), also reviews the impact of the media through two different
British newspapers. As in the discussion groups that identified the mentally ill as
threatening, newspaper reports similarly identified the mentally ill as a potential,
unpredictable threat, often by referring to mental health status in reports of criminal
proceedings. Although the individual may not be labelled as having a mental illness,
mental health status is consistently associated as a factor in issues such as violent crime.
However, not all newspaper reports portray dark, negative examples of mental illness,
Foster also found that some articles portrayed the mentally ill as having extra qualities
(such as the madman as genius). Furthermore, there is a sense that, whereas some students
noted the role of potential responsibility on the part of those considered mentally ill or
having a mental disorder, newspaper reports present mental illness as an explanation for
violent behaviour. In a somewhat ironic way, the label excuses the individual of
responsibility for the very actions for which they are likely to be feared or condemned.
Another study of two Italian daily newspapers focused on the "psychiatry question" and
the anti-psychiatry movement over a twenty-five year period, identifying several relevant28
factors in the social representations of mental illness in the media (Pertrillo, 1996). One
factor expresses the role of public management of mental illness through an open,
therapeutic, assistance-based arrangement (e.g. psychiatrists), which is based on the notion
of the mentally ill as victims of an asylum system. In contrast, intervention based on
public order highlights the mentally ill as dangerous and deviant. For Pertrillo, the way in
which the mentally ill are portrayed justifies how they are to be treated. A second factor
contrasts institutionalisation and isolation of the mentally ill with the emerging forms of
social integration and reassessments of therapy, which emphasise the reforms away from
institutions and "social outcasting" of the mentally ill. A third factor also partially emerged
contrasting a dominant organic, medicalised model that is the domain of psychiatrists,
with a psychologised model of mental illness that is the domain of psychotherapists. In a
sense, the newspapers can be seen as portraying contrasting positions on the matter,
presenting an objective, scientific understanding of mental illness, while also reinforcing
ideas of deviance and danger, common to lay understandings of the mentally ill.
These examples show how social representations can be maintained by social forces such
as the media, and provide an indication of how aspects of scientific knowledge and
representations can be 'diffused' throughout society. In the popular media, portraying the
mentally ill through character depiction (e.g. De Rosa, 1987; Rose, 1998) provides a
subtle method of influencing social understandings of the mentally ill, particularly when
we are presented with behaviour or evidence that reinforces that portrayal. The
information media can similarly present subtle cues through associating mental illness, in
its various forms, with reports on crime. Alternatively, the informational media can
provide a more direct avenue for diffusing scientific knowledge into the community. This
is often done by reporting on the topic of mental health and mental illness, described by
Pertrillo (1996) as the "science-page headlines", such as occasional articles in the weekly
"Health and Medicine" section in the major Western Australian newspaper.
It is noticeable that the media presents relevant information in a variety of ways. The
media may commonly present the stereotypical notions of the mentally ill as dangerous or
deviant, but they also present information based on scientific knowledge. The media
seems to exemplify the "representational field" as described by Rose et al (1995); it
provides a context for developing social representations by including different29
perspectives that may provide useful debate. However, the media may not just be a vehicle
for diffusing scientific representations into the social world. It seems to maintain the
continuing understanding of the mentally ill as different and deviant, whilst also providing
possibilities for debate on how that deviance occurs within the individual, and what that
deviance means for the rest of society.
1.4.  The diffusion and infusion of representations of mental illness
As indicated in the previous section, representations of mental illness sometimes varied
between groups, but the defining characteristics of 'madness' were still grounded in the
consensual social representations of the mad person being different, strange and
unpredictable. These social representations flourish in the consensual universe, where
people exchange their views freely, on an equal level (Moscovici, 1984). Moscovici
contrasts this to the reified universe, where individuals are seen as existing with different
roles and classes. Being neutral, rational and objective is emphasized, testing
understandings about reality, with logically driven hypotheses, in the absence of human
values. The domain of science reflects the reified universe, rather than the domain of
social representations. The differences noted in the educational background of the subjects
in Zani's (1993) sample may then reflect different degrees of contact with concepts studied
in the 'reified' and scientific world.
What can be discerned from Zani's (1993) study though, is that individuals in both the
consensual and the supposed reified universe share similar representations of concepts. It
is generally acknowledged that scientific information can filter and diffuse into the social
world where it begins to take form into a social representation (Moscovici, 1984). As an
example, Moscovici (1984) uses psychiatry as science to show how terms in the field
come to be understood by the community, or "amateur scientists" (Moscovici &
Hewstone, 1983) as a social representation of psychoanalysis. What has been suggested
more recently (e.g. Bangerter, 1995; Flick, 1998), and which has been less studied, is the
extent to which social representations can influence and be infused into the scientific,
reified universe.30
The notion that the development of scientific ideas is contextualised by a sociopolitical
and historical framework rather than being purely a product of logical and rational
discovery has been well documented from a sociological perspective (see e.g. Barnes,
1990). There has been an increasing suggestion that science, and the individuals who
operate in its realms, are just as influenced by the presuppositions and perspectives that
are evident in the social and cultural fabric of daily life (see John, 1987). This has obvious
implications in the field of social representations research. Thus, although groups may be
influenced by their experience and knowledge concerning mental illness, Zani (1993)
noted that health workers and students, like the general community, still view the self as
being distant from the mentally ill. Representations of 'madness' are even more closely
aligned with those shared by laypersons in the community. It is likely then, that the
common view influences how information in science is understood, what questions and
issues are seen as worth studying, and as such, what 'scientific' knowledge develops (John,
1984). Such social representations may influence the 'scientist' in an implicit or
unconscious way, given that social representations may operate outside of the level of
awareness (Markova, 1996).
It also needs to be emphasised that every individual operating in the seemingly scientific
"reified universe" has also been influenced at some stage by the social and consensual
world (Bangerter, 1995). It is unreasonable to expect that individuals remain immersed in
a world solely governed by abstract concepts and ruthless logic; they are just as likely to
engage with the content of such concepts within a social context. Ideas are not simply
formed on the basis of hypothesis testing, and consuming research literature, they are also
formed from conversations in the coffee room, or by the vernacular 'water cooler'.
Furthermore, as Bangerter (1995) suggests, it may be scientific knowledge rather than
science per se which is reified. Knowledge and concepts, which have been removed from
their social processes, become abstracted, objectified, and reified, but as indicated by von
Cranach (1992), the process of science and the people involved remain part of a social
system. It is possible to suggest then, that ideas, concepts, models and knowledge about
'mental illness' may form part of a body of reified, scientific knowledge, which may be
discussed in abstraction, like the theory of relativity. However someone who has a mental
illness, who is 'mentally ill', or someone who is sick, or the psychologist, or the doctor, are31
part of the social world, existing as social beings with whom community members interact
and build relationships.
Representations may not merely be diffused from the scientific to the social; they can also
be infused from the social world to the scientific. Flick (1998) describes this as a
"transformative circulation of forms and stocks of knowledge" (p.55). Perhaps, the
consensual and the reified universe can be viewed as overlapping, designating an area in
which scientific and social knowledge mingle (see Figure 1.1), rather than existing
independently, where information is transferred or carried from one to the other. Here, it is
scientific knowledge in its pure form that has been abstracted and removed from the
everyday world of common sense and social representations.
However, the overlap between the two areas may constitute the social context of scientific
knowledge where members of a social world create and develop scientific knowledge, and
where the abstract becomes concrete. Here, scientific knowledge can become popularised
and diffused into the consensual world through such means as the popular media in films,
or art, where it is "portrayed", or through information media, where scientific knowledge
Scientific
knowledge
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Social
representations
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Education etc
Popular media, art etc
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The social context of
scientific knowledge
Diffusion
Infusion
Figure 1.1. The transmission of knowledge between the consensual and reified world32
is "reported". However, common sense information and social representations can be also
infused into scientific knowledge through education and training of the scientist, or the
socialization of the professional into a scientific community who remain a part of the
social, consensual world.
Given that mental illness and mental health involve the specific activities of professionals
such as psychologists, it is also valuable to consider the role that the psychologist plays.
The social representations of mental illness are unlikely to develop in isolation, but are
more likely to evolve alongside and in conjunction with representations of what one does
with individuals who are 'mentally ill'. Thus, it seems relevant to explore representations
of the psychologist who is related to the mentally ill through professional association.
1.5.  The psychologist and the profession of psychology
In the field of psychology, students develop an understanding of what mental illness and
mental health are, but they also develop an understanding of how to interact with the
concept of mental illness and those who have a mental illness. The issue is as much about
the process of dealing with psychological concepts and what is represented by those
concepts, such as mental illness, as it is about the content of those concepts. Given that
psychology, as a field of inquiry and practice, is directly concerned with the notion of
mental illness and mental health, representations of psychology are pertinent in
understanding how psychology students and psychologists represent and understand the
mentally ill.
1.5.1  Representations of the psychologist
In Zani's (1993) study, psychologists' representations of their role in treatment as agents
for change in the psychotherapeutic and social arenas seems to correspond well with the
view of the mentally ill as anguished and isolated. Similarly, psychiatrists' and psychiatric
nurses' view of their role in aspects of medication reflect their understandings of mental
illness to be biological in nature and with characteristics including delirium, psychosis,
and hallucinations, which currently are only aided by medication. Thus, the way in which
individuals view themselves as dealing with the issue of mental illness relates to how
mental illness is represented. It may be that in order to justify one's position and role in33
dealing with mental illness, one maintains a particular representation of mental illness
according to one's professional capacity.
One study assessed the representations of the profession of psychology among Swiss
doctors, teachers, social workers, and psychologists (De Paolis, 1990). Doctors and social
workers gave characteristics of the typical and ideal psychologist based on personal
attributes (e.g. degree of sensitivity, being "well balanced"). Teachers identified the
typical psychologist as a "helper", as well as associating ethics with the ideal psychologist.
Given that doctors and social workers may feel threatened by the profession of psychology
(De Paolis, 1990) and are likely to have greater contact with the mentally ill than teachers,
representations of the psychologist as a 'helper' may not be as forthcoming. In this way,
social workers and doctors maintain distance between themselves and other professionals
in helping positions, as found by Zani (1993), and may allow them to maintain a more
favourable social status. This association between the development of social identity and
the development of social representations has recently been suggested (e.g. Brewer, 2001).
Within psychology, representations of the psychologist may also differ. De Paolis (1990)
indicated that practicing psychologists, clinical and non-clinical alike, actually maintain a
number of core characteristics associated with their profession, such as being confident in
psychological knowledge, and the importance of research in a specific area of
intervention. However, within the broader field of psychology, psychologists'
representations of themselves may also differ according to knowledge and experience.
Primarily, one of the biggest distinctions made in the field of psychology is that between
the scientist in research and the psychologist in practice (John, 1985; 1988; 1994; Simon,
1970). The ideal is to combine research and practice such that students are equipped with
knowledge on how to implement and generate research in the field, such as in applied
social psychology (e.g. Fisher, 1980). In clinical psychology, the most dominant model is
that of the scientist-practitioner, as one who consumes and conducts research in the course
of their clinical practice.  However, in Australia at least, clinicians tend to consume and
use little research (Simionato, 1991). It has even been questioned as to whether it is
possible to hold these two roles simultaneously in one position (Simon, 1970).34
Representations of the psychologist as clinician or researcher have also been found to
differ. Some research has also indicated that psychologists in the social services not only
represent themselves differently from researchers in psychology (e.g. applied vs. research
roles), but also represent themselves as different to researchers in the university
(Palmonari, Pambeni, & Zani, 1987). Admittedly, these findings are based on
psychologists in Italy rather than Australia, and with the move towards providing dual role
education in psychology (for example, applied masters courses combined with doctoral
courses), cultural differences may be present. However, one might also expect that if
representations of the psychologist did differ between groups, such as placing importance
on research compared to clinical practice, corresponding views of psychological health
and mental illness might differ.
This is particularly important given that psychology has been seen to promote itself as a
science, to encourage the credibility of the information it provides to the community;
empirical science is the face of institutional psychology (John, 1984). In comparison,
clinical practice is the interface of psychology with the public, where individuals gain first
hand experience with 'the psychologist'. Thus it may be suggested that the public receives
two faces of psychology, one that may be presented in public discourse (John, 1984) and
one that may be presented in contact. It is likely that social representations of the
'psychologist', be it of psychologists themselves, in other professions, or the general
public, may impact on service utility and the development of psychology as a profession.
Thus, social representations of the psychologist provide a pertinent area of study.
1.5.2  The model of psychology and its influence on practice
As suggested above, the public face of institutional psychology has been very much
oriented towards a scientific framework (John, 1984). To gain credibility within a culture
that defines science as the basis for factual knowledge, psychology has placed itself
beneath the shade of that umbrella. If society maintains a social representation of science
as the creator of factual knowledge, then according to social representations theory, if
psychology is seen as a science, information from psychology will be anchored to the
understanding that science, and therefore psychology, also creates factual knowledge. This
may be the case even if psychologists present their case as only one point of view.35
In comparison, the cultural framework for psychotherapy, particularly in the US, may
revolve around a theme of care, compassion and 'healing' for those who are demoralized
and anguished (John, 1987). This, John (1987) asserts is based on the dominant ideology
of the Judeo-Christian tradition. He also indicates that psychotherapy is a cultural practice
that is demanded by the cultural context; for a community that strives for perfection and
self-improvement, psychotherapy may be in high demand. This may also be dependent on
the social representation of psychologists and the profession of psychology. Such a
representation is also likely to influence the type of psychotherapy, training and
development of psychologists, and the way in which psychologists represent themselves.
The socialisation of psychology graduate students into the profession of psychology,
which involves the transmission of attitudes and behaviours, has been discussed by some
authors (see Altman & Scarr, 1988). This process may also be influenced by social
representations of the profession, as students develop an understanding of their
professional role. Simon (1970) also indicates that, historically, the development of
psychotherapy has been influenced by various ideologies present at the time. According to
Simon, changes seem to occur as much by political climate as they do by scientific
investigation. As mentioned previously, the socio-political framework of society within
which any given 'science' exists is likely to influence the type of questions that are asked,
and the type of answers that are accepted. For example, the governing bodies and
associations of psychologists, such as the Australian Psychological Society (APS), are
instrumental, as they tend to determine what direction the content of university education
is to take. Particularly in Australia where universities require accreditation with the APS
in order to be credible, the various fields of study determined as important in psychology
generally define the areas in which students and psychologists may eventually conduct
research. As an organization within a social, cultural, and political framework, the APS is
just as likely to be influenced by the public demands for the profession of psychology,
which in turn reflect community social representations of psychology and mental illness.
While little research has been conducted in the area, Nijsmans (1991), in a
phenomenological study, did find that the values and principles underlying the notion of
'good counselling' were a fundamental, though perhaps implicit, part of the counseling
setting. The aspects of reliability of time (e.g. same time each week, not exceeding time36
limit), reliability of space (e.g. same place), and money (e.g. client seeing the session as
'valuable') were particularly important. It is possible that, in line with cultural and social
values, the importance of time, space, and money prominently affects the therapeutic
process, particularly as these were not explicit 'house-rules'. These may be used as implicit
criteria for 'mental illness'. A client who is late, goes over time, or forgets to pay their fees,
may be viewed within a context of abnormality or pathology. These examples suggest that
cultural frameworks, that are rich with social representations, are likely to affect the
psychologist in either a research or practical context.
1.6.  Levels of investigation
The information presented above can be organised into different levels to systematise the
operation of social representations regarding the psychologist and the mentally ill. Doise
(1984) provides a discussion of levels of analyses which will be followed here. Figure 1.2
is a diagrammatic representation of these levels, presented with the relevant areas of
influence. Representations of mental illness and psychology are shown, as are the various
processes involved in developing and maintaining representations.
First, intra-individual processes (Level 1) need to be considered, or the way that
individuals organise their experience in the social environment (Doise, 1984). Assessing
definitions of ‘mental illness’ through individual lists of characteristics associated with
mental illness and other categories, such as physical illness(e.g. Zani, 1993; 1995), are
examples of intra-individual processes. Such free word associations may be influenced by
social representations when similarities in the lists are assessed. As noted by Zani (1993;
1995), these are likely to differ slightly depending on experience with the mentally ill,
type of education and degree of information (indicated by the arrows). They are also likely
to be diffused through the media such as TV (Rose, 1998) or newspapers (e.g. Petrillo,
1996). As can be seen from Figure 1.2, the arrows indicate that rather than just being
embedded within various levels of the framework, they are connected, such as through
media representations and are merely expressed at different points.C
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Second, inter-individual processes are also important in the social representations of
mental illness. Comparisons of the characteristics of university researchers with the
clinician in practice (Palmonari et al., 1987) may fit this description. Other professionals
assessing the role of psychologists may also feature more at this level than at others (De
Paolis, 1990). However, as suggested by De Paolis (1990), the resulting representations
may occur as a result of inter-group comparisons, with the motivation to maintain a
particular social identity and social status. As such, they may also be associated with a
third level of investigation. As a professional body, the APS is likely to be influential in
the social representations of psychology as both a field of study and a field of practice.
Similarly, professional ideologies such as the scientist-practitioner model may be
influential in how the profession of psychology is presented to the public and how
individuals within the profession view psychology. The view of psychology as a science is
also likely to make use of the explanations of social identity and social status whereby the
credibility of psychology is maintained by its association with science.
How society views science and psychology is also important in exploring representations.
Within the fourth level, in terms of cultural ideologies, the general consensus that science
acts as the creator of objective, empirical, factual knowledge and reality, and psychology
in conjunction with it, has been suggested (John, 1984).  Representations of mental illness
and psychotherapy are also present at this level. Examinations of the influence of
dominant ideology, such as the Judeo-Christian influence on the cultural framework in
which psychotherapy has developed, is one example (John, 1987).
Of particular importance is that social representations and ideological beliefs in the wider
context influence seemingly intra-individual processes. In comparing professionals who
differ in their representations of psychology, social representations present in the general
community are likely to have an impact. Adopting the view of science as credible, or
psychotherapy as caring, may lead to differences in the representation of the psychologist
and of mental illness. It may also alter the broader social representations if one particular
view is projected to the public more than the other. It is important to realise, then, that at
all levels, just as broader social representations influence the intra-individual level,
features such as contact with the mentally ill can affect broader social representations.39
Social representations, then, should be seen as part of a process, being continually
modified (Wells, 1987).
Social representations of mental illness can be seen in the way individuals characterise the
mentally ill, and by making comparisons with the 'mad' person, the physically ill, the self,
and the normal person. Although representations may differ as a function of contact with
the mentally ill, and degree of knowledge, the mentally ill are still seen as being different
from the self, and madness is almost always associated with aggression and strange
behaviour. Such social representations are also likely to influence the behaviour of
'normal' individuals with the mentally ill.
Social representations of the psychologist by other professionals may also be influenced
by the desire to maintain their own social status, which may be threatened by the
profession of psychology. Social representations of the psychologist by the psychologist
may be related to how they view mental illness, as well as how they relate to other
professions. It may also be influenced by the role of such associations as the APS and
various ideologies, such as the importance of science, which is likely to have influenced
the development of the scientist-practitioner model. The impact of social representations
on the developing field of psychology, in what is studied and what knowledge is
'discovered', is likely to filter into the social world from science, where the information
creates and modifies related social representations.
1.7.  Social representations and psychology education
As indicated, social representations are part of a process by which they are formed,
maintained, altered and changed (Wells, 1987). This process may occur, for example, as a
function of contact with mentally ill patients (Zani, 1995) or education and degree of
knowledge (Zani, 1993) or through the media (Pertrillo, 1996). Generally, however,
studies have assessed differences in the content of social representations between
qualitatively different groups. Thus, in Zani's (1993; 1995) studies, the groups had
different types of contact with the mentally ill, or were from different programs of study.
Another useful process to investigate is the development of social representations of
mental illness over time, or at least the social representations of groups that have acquired40
specifically different levels of knowledge about mental illness. Thus, examining the
degree to which individuals are immersed in the 'culture' of the psychological profession
and its education is useful in investigating how social representations develop and change.
In particular, the investigation of social representations of mental illness at different levels
of knowledge may allow an understanding of what aspects and components of the
representation may change, and what may be resistant to change. Such information may be
particularly useful in understanding how representations of mental illness are most likely
to change in response to attempts to educate individuals in the nature of 'mental illness'
and the treatment of the 'mentally ill'. Additionally, given that those in advanced stages of
psychology education may receive specialised knowledge (e.g. postgraduates and
clinicians), representations within those groups may indicate what aspects are maintained
from before their education and what aspects are particularly resistant to change.
Of particular interest is not just how the concept of mental illness is understood as a
function of related education and knowledge, but also how individuals develop an
awareness and an image of the attributes of a 'mentally ill' person. This may be more
clinically relevant in regard to how developing psychology students and clinicians come to
understand the population of people with whom they may eventually work. It would allow
the investigation of the prototype that psychologists develop of someone who is 'mentally
ill', which may be influential in how psychologists interact and deal with such individuals.
Prototypes have been indicated by Moscovici (1984) as encouraging "ready-made
opinions and usually lead to over-hasty decisions" (p.32) and may therefore reduce the
flexibility of psychologists to deal as openly with potential clients as they may desire. An
awareness of such prototypes may be a step towards minimising this potential problem.
In addition to how education influences representations of the mentally ill, representations
of 'the psychologist' may influence understandings of the mentally ill. Given that, in the
community, the mentally ill may be associated with psychologists, it would be useful to
investigate how these representations change, or if they change, throughout the education
of the 'psychologist'. Such information may be particularly important in establishing how
group belonging and status, as described in the De Paolis (1990) study, may influence
representations of mental illness and other professionals.41
CHAPTER 2
Present Study and Overview
The present research project explored the social representations surrounding 'mental
illness' and the 'mentally ill'. As these representations are central in the development of
skills and qualifications in mental health professions such as psychology, the project
focused on relevant social representations in the context of different levels of education
and scientific knowledge. As Bangerter (1995) indicates, scientific understanding and
representations of concepts are unlikely to develop in the absence of social representations.
The methodology used in the current study was designed to take a number of different
perspectives on the same broad area of representations of mental illness. Thus, data from
each individual study are considered independently and from a multimethodological
perspective. This provided a richer understanding of the representations. To this extent,
given the nature of the data, as well as the limitation of group size in some of the studies,
the research investigation is primarily exploratory.
2.1.  Target terms and themes
In the present study, a framework of terminology and themes was developed to explore
social representations of mental illness, and associated concepts, in several ways. The
notions of mental illness and the mentally ill were used as the primary basis of the study, as
these terms are frequently used in the public domain. In particular, these terms are
frequently presented in the media, though they are often amorphous references that may
not be clarified within the context of the report or article. In addition, newspaper reports
(e.g. Gauntlett, 2002) may discuss the "mentally ill" with an implied understanding of the
term's definition. These terms, then, are likely to be present and familiar in the social
lexicon as well as being influenced by scientific knowledge throughout the course of
education.
Terms such as mental illness do not develop in isolation. They develop within a framework
or field of understanding that is connected, explicitly and implicitly, to other concepts and42
representations. In De Rosa's studies (1987), the mentally ill were portrayed with the theme
of deviance, such as breaking social rules, and Zani (1993; 1995) specifically requested her
participants to compare the mentally ill to the "normal" person. As Moscovici & Hewstone
(1983) suggest, it is possible to "find a clear view of what is a 'normal' individual" (p. 116).
Thus, ideas about the behaviour and attributes of individuals with a mental illness are
likely to exist in contrast with characteristics that are considered in some way normal. This
is perhaps especially the case in psychology education, where "Abnormal Psychology" and
"Abnormal Behaviour" are common themes in psychology courses. In this research project,
part of the focus was to identify how social representations of the mentally ill compared
with normal individuals, and how mental health problems were conceptualised in the
context of seemingly normal situations.
As has been mentioned, mental illness has historically and widely been compared to
physical illness, regardless of whether this association is metaphorical or acknowledged
with medical evidence. In support of the need to reduce associated stigma, those who are
mentally ill need to be afforded the same sympathy and concern as those who are
physically ill. As in Zani's (1995) study representations of mental illness were also
explored in the present study in conjunction with representations of physical illness.
The mentally ill may also be conceptualised in the context of what to do with such
individuals. For example, when considering individuals with psychological problems there
may be some general understanding that external assistance is often required in order to
overcome such difficulties (Krause, 2002). In this way, treatment options and professionals
such as psychologists, psychiatrists and even medical doctors, who are specifically trained
to deal with mental disorders and individuals with a mental illness, may also be associated
with representations of the mentally ill. Previous research has investigated how such
professionals have viewed their role in treatment of the mentally ill (Morant, 1998; Zani,
1993) or have explored psychologists' representations of their own profession (e.g. De
Paolis, 1990). In this study, it is of particular interest to identify representations of the
psychology profession at various stages of the educative and socialisation process in
psychology.43
As is outlined by documents such as the DSM-IV, or the Second National Mental Health
Plan, the term "mental illness" is used as an aggregate reference for individual mental
illnesses or mental disorders. Whether social representations of mental illness are
communicated as a unified concept or one that is differentiated through individual
disorders has also been discussed by Foster (2001). The present study also considered
social representations of mental illness in the context of differentiated components of
specific 'mental disorders'.
The overall study incorporated the exploration of a number of terms and themes, with the
intention of developing a broader understanding of the social representations of mental
illness. Representations of mental illness exist within an intricate framework of
understanding, from what it is, to whom it affects and how it affects them, to what can be
done about it. It is unlikely that many individuals would engage with the concept of mental
illness in a consistently abstract, isolated way, for if the notion of mental illness had a
minimal social or emotional impact, it would rarely be considered at all.
2.2.  Target groups
One of the primary aims of the study was to explore how representations of mental illness
differ at various levels of education and experience, particularly when such education
relates to the concept of mental illness. In this way, some evaluation can be made of how,
or whether, social representations transform into scientific representations.  In this research
project, this was achieved by focusing on students at particular points in the psychology
education process, taking into consideration the nature of psychology education through
national and regional expectations, as well as through program specific factors.
2.2.1.  Levels of education and experience: National and regional influences
Exploratory data were collected from one Western Australian university, in a sense
providing a case study of a particular educational environment. Students enrol in particular
courses of study, otherwise known as programs, such as psychology, and complete
subjects (herein referred to as units) related to the program major.  In the current study,
students at an entry level of psychology education (enrolled in the first year of the
program) were selected to assess social representations of mental illness with minimal44
influence from the body of scientific knowledge. However, because students who elect to
enrol in psychology may have a higher interest in matters of mental health and mental
illness, students who were not enrolled in the psychology program were also considered.
Within the psychology program, the university has associations with two governing bodies
that help to shape the structure and the content of the course. The program has professional
accreditation from the Australian Psychological Society (APS) and as such follows APS
guidelines for educational development. The program is also expected to provide education
of a suitable standard to meet criteria delineated in the Psychologists Registration Act,
1976, enforced by the Psychologists Board of Western Australia, for the registration of
graduating students as ‘psychologists'. Generally, the Board works in conjunction with the
APS, such that a university program accredited by the APS is considered "an approved
educational qualification" as outlined in s24(1).
Importantly, this has implications in the education of psychology students in Australia, and
Western Australia, in particular. The structure of psychology degrees is contextualised by
the nature of the registration process, with the authority to operate under the title of
“psychologist” requiring four years (or part time equivalent) of adequate and suitable
education, followed by two years of professional experience supervised by a registered
psychologist. Thus, after four years of education, students are considered eligible to
operate as mental health practitioners in a basic capacity. For this reason, students in their
fourth year of psychology education were included in this study.
To gain authority to use the specialist title “clinical psychologist”, psychology graduates of
the four year degree must attain a further two years of specialist training and education in
clinical psychology (Masters level), followed by a further two years of professional
experience supervised by a registered clinical psychologist. Psychology departments in
Western Australian universities must provide degree programs commensurate with the
registration process to ensure that graduates are able to gain registration. Masters level
students in clinical psychology, then, are attaining a degree allowing them to operate as
mental health practitioners in a specialist capacity and as such were also considered.
Associations with governing bodies also influence content in the psychology degree.
Following APS accreditation guidelines, the undergraduate section of the program,45
students mainly focus on theory and research. There is limited practical application of
theoretical content, with application developed in the context of knowledge, rather than in
the development of practitioner skills. In this way, the undergraduate program emphasises
the development of a solid theoretical foundation and strong research skills, particularly
scientific research methods, before proceeding to applied training (APS, 2000) This
emphasis on theory and research reflects the importance of the scientist-practitioner model
and reiterates the notion of effective daily professional practice as bound to scientific
knowledge. Social representations of mental illness may thus be influenced by scientific
knowledge throughout the educational process in a content focused way, as students seek
to learn new definitions and theories within the field of psychology. Some of this learning
may be explicit, such as in units, or sections of units, which focus on psychological and
psychiatric disorders. Other learning may be more implicit, such as through content that
covers ‘normal’ and optimal functioning or development, which provides a point of
comparison for ‘abnormal’ and problematic functioning.
Similarly, the postgraduate applied programs abide by strict criteria and content
regulations, as determined by the APS, to ensure the programs maintain APS accreditation.
The masters degree program in clinical psychology covers content on a wide range of
clinical disorders and mental health issues. In addition, students gain experience through
practical placements, introducing supervised professional contact with individuals with
mental health difficulties. Students also complete a thesis component based on applied
research, again emphasising the importance of the scientist-practitioner model and the
application of scientific knowledge to understandings of mental health and mental illness.
Where possible, clinical psychologists were also considered in the current study as they
provide an example of a group who have attained the highest level of education in clinical
psychology. This represents the maximum amount of formal training and scientific
knowledge base, but also involves a level of consistent contact with individuals with a
mental illness or mental health difficulties. Both the Psychologists Board of Western
Australia and the APS maintain a relatively high level of authority over members.
Members are expected to abide by legislation (as in the Psychologist Registrations Act,
1976) or by specific guidelines and codes of conduct (as in the APS Code of Ethics, 2002)
that govern the profession.46
As indicated by Zani (1995), contact and experience with individuals with a mental illness
influence related social representations. Targeting clinical psychologists provides the
opportunity to explore how representations of mental illness are influenced by scientific
knowledge, in conjunction with experiential contact. The choice of target groups at
particular levels of education and experience and the relevance of national, regional and
program factors can be seen in table 2.1.
Table 2.1. National, Regional, Program and employment sector influences on target
groups at different levels of education.
Level of Influence
Target Group National (APS) Regional
(Registration Board)
Program (University)
and employment
Non
Psychology
students
- - Wide variety of
disciplines, most do not
focus on areas related to
mental health
First-year
psychology
students
Undergraduate focus on
theory and research
Beginning of the four
year requirement of
training.
Competitive entry,
introductory level units,
with some discussion of
mental health issues
Fourth-year
psych
Undergraduate focus on
theory and research
with limited application
and skill development.
Minimum four years
training required (plus
future two years
supervised experience
by a psychologist for
registration as a
psychologist)
Advanced and applied
units in general
psychology topics, some
related to mental health
issues and professional
practice issues. Research
project component.
Masters
Students
(Clinical
Psychology)
Postgraduate focus on
application of theory
and skills. Emphasis on
continued research
skills.
Registrations of
specialist title of
"clinical psychologist"
requires two years
postgraduate training
(plus two years
supervised experience
by a clinical
psychologist).
Intense focus on applied
skills and knowledge,
using Cognitive-
Behavioural model as a
basis. Practical
placements and applied
research conducted.
Clinical
Psychologists
At least 6-year degree
required for
membership to the APS.
Members must abide by
code of conduct and are
required to participate
in professional
development.
Registered clinical
psychologists must
abide by the
Psychologists
Registration Act of WA
(1976) to remain eligible
to practise as a
psychologist.
Clinical psychologists can
practise in a number of
areas including the public
sector, such as
government health
departments, or in private
practice.47
2.2.2.  Levels of education and experience: Program and employment influences
As mentioned, the current study focused on one particular university in Western Australia,
located in the metropolitan suburbs of the capital city of Perth, much like an institutional
case study. Generally, students are expected to enrol in a program major, with which they
will graduate at the conclusion of their studies. Each semester, students enrol in a number
of required units that will fulfil graduate requirements in their chosen program major.
Students are also expected to enrol in a number of electives from other degree programs in
an effort to broaden their studies and provide a multidisciplinary education. Students can
also enrol in double majors, which focus their electives on a secondary field of study.
Alternatively, more recent developments at the university have allowed students to focus
their electives by completing minors, which are a series of several related units in a degree
program other than the program major. Thus, although students may not be enrolled in the
psychology program, students from other degrees have the opportunity to study units in
psychology that may be related to mental health.
Other than psychology programs at an undergraduate and postgraduate level, the university
also offers a wide range of programs in various disciplines, including physical sciences,
veterinary studies, law, commerce, information technology, education, humanities and
other social sciences programs. Some of these disciplines also provide some education of
relevance to the mental health profession, particularly those in the area of social sciences
and humanities, which often focus on studying human activity in some way.
As indicated, the psychology program is commensurate with the national and regional
expectations of professional bodies. Individuals are eligible to enrol in the program after
obtaining a satisfactory score in controlled state-wide university entrance examinations,
but this process is restricted by an imposed quota, such that individuals must compete for a
limited number of places. This is likely to ensure that potential students are performing at a
level that will allow them to engage with scientific knowledge and the demands of
university study.
In the first year of the psychology program, students are able to enrol in a variety of units
designed to provide an overview of psychology. The program is designed to provide an
introductory level of information, and introductory units are offered as electives for48
students in other degree programs. "Introduction to Psychology", for example, provides an
overview of the various areas of study within the field of psychology. A unit focusing on
developmental psychology has also traditionally been provided in the first year of study
and focuses on normal psychological development as well as deviations from such
development, including issues related to mental health.
Units in the first year of the program immediately place an emphasis on the importance of
consuming psychological literature to understand human behaviour and justify claims
about human behaviour. Furthermore, these units provide a context for psychological
research through data collection, basic analysis and traditional report writing skills based
on the scientific framework. This emphasis on consuming and producing research,
developing the "scientist" aspect of the scientist-practitioner model, continues throughout
the program.
By the fourth year of study, psychology students have covered a broad range of areas in
psychology, including "Abnormal Psychology" which specifically focuses on abnormal
behaviour and mental disorders, as well as an optional counselling unit, which explores
basic counselling skills. Numerous units also cover issues surrounding influences on
normal and abnormal behaviour, such as cognitive psychology and neuropsychology
related units, which explore mental functions of the brain and outcomes of brain
disturbances, such as brain lesions. Psychophysiology based units may also cover
physiological bases of behaviour including abnormal functioning of brain chemistry, and
developmental and social psychology based units may also provide some background on
factors influencing mental health problems such as depression. Many of these units provide
the theoretical background for understanding the expressions or symptoms, possible
causes, and treatments of various mental health problems.
The majority of the units offered present a focus on the importance of research in a variety
of ways, including assessments requiring students to summarise research (e.g. essays,
literature reviews), design research (e.g. proposals), conduct research (data collection,
analysis and reporting) and evaluate research (e.g. methodological critiques). Furthermore,
a number of units focus on research methods and statistical analysis to provide students
with strong skills in these areas. Thus, as is the case across universities in Western49
Australia, there is a continual emphasis on the role of science and research in the study and
practice of psychology. Students have also been exposed to a variety of areas in which
psychologists can and do have a role. By this stage, then, students have been at least partly
socialised into the professional environment of psychology and what 'psychology' is
considered to be.
At the end of the third year of study students can apply to enrol in the Honours program
where they are expected to conduct an independent research project. This project accounts
for a large portion of the final grade awarded, highlighting the importance of well-
developed research skills. If students do not apply or are not successful in application to
the Honours program, which includes the majority of third year students, they continue
into the fourth year of the Bachelor of Psychology stream. Students in this stream
undertake a practical placement within an organisation. The practical placement provides
only minimal experience, but is presented as an opportunity to observe how psychologists
apply knowledge and skills in a professional capacity. Although there is a greater emphasis
on practical experience in the Bachelor of Psychology stream, students are still required to
conduct a research project, again emphasising the importance of the scientist-practitioner
model.
Students in their fourth year also take 'advanced' units in a number of areas, including
"Advanced Abnormal Psychology", which concentrates in depth on topics relevant to
mental health and mental illness. A number of other advanced units also provide
background theory within a more applied context, such as psychological assessment and
developmental issues. Many of these units continue to emphasise the importance of the
role of empirical psychological research and empirically validated models in understanding
human behaviour.
The applied postgraduate program in clinical psychology provides a much greater
emphasis on the application of psychological theory and research to mental health
difficulties in a number of units. This includes the identification of symptoms and
treatment of psychological disorders, as well as developing understanding of causes. The
program primarily uses the cognitive-behavioural model for understanding and treating
psychological disorders, although information about other models is also provided (e.g.50
medical, psychodynamic). However, the model of "best practice" that is empirically
validated as the psychological treatment of choice for most psychological disorders is
cognitive-behavioural therapy (CBT).
The emphasis on application also extends to the development of skills within a therapeutic
context. This represents the most evident difference between the undergraduate and
postgraduate programs, with students participating in a number of training classes aimed to
develop students' understanding of the therapeutic process with a "client". Students
undergo training and supervision applying therapy skills with individuals with
psychological difficulties both on campus in the university clinic, as well as off campus in
external organisations such as hospitals. Students also gain an understanding of the context
of the profession of psychology through units designed to establish an understanding of
professional practice, as well as through contact with psychologists and other professionals
during practical placements.
Entrance to the clinical stream of the applied postgraduate program is highly competitive,
generally requiring a high standard of academic success in order to be accepted into the
program. Students can apply to enrol in the Masters of Applied Psychology (2 years full
time) or the Doctorate of Psychology (3 years full time), which places greater emphasis on
research skills than in the Masters program. Additionally, it is possible to apply to enrol in
the PhD program for the thesis component of the Masters degree, in order to be awarded
both a Masters and PhD. Clearly, the emphasis in this stream is a very high standard of
research skills in an applied context. Thus, although the Masters program is applied in
nature, the importance of the scientist practitioner model is still apparent.
Graduates from the postgraduate applied psychology program are influenced by a number
of factors in their developing understanding of their role in mental health. They are
employed in a broad range of areas, in both the public and private sector of employment,
for example in the health department in hospitals, or in private practice. Clinical
psychologists, in particular, are seen as having a crucial role in mental health as they are
currently the only group of psychologists able to offer rebates from private health
insurance providers.51
There are a number of professional associations that also influence clinical psychologists
during employment, which provide an opportunity for members to interact and exchange
information relevant to their specialist profession. For example, the APS College of
Clinical Psychologists allows membership for those who have two years of supervised
experience beyond their six-year degree. The Australian Association for Cognitive-
Behavioural Therapy (AACBT) is also highly relevant to the profession given that CBT is
the most widely used model for psychological intervention during training in the
postgraduate program. Members of the Clinical College of the APS are required to
participate in professional development to remain affiliated with the college. Other
associations such as the AACBT encourage members to participate in research and
professional development throughout their employment, through conferences and
publications.
In sum, the target groups have been selected as relevant in the current study as they
represent groups that are at particularly important stages of their training and development
in their involvement in mental health. Each of the groups at a university level is influenced
by program specific factors imposed by the university, and each of the psychology-related
groups is influenced by broader factors such as the APS (nationally) and the Registration
Board (regionally). For the psychology groups, this results in a heavy emphasis on the
scientist-practitioner model, which begins with the development of theoretical, knowledge
based understanding of mental functioning and mental health, and proceeds to the
development of applied knowledge and skills through intervention.
2.3.  Levels of investigation
As mentioned in section 1.6, there are a number of levels of investigation that are relevant
to the study of social representations. These include an intra-individual level of
investigation focusing on individual processes, as well as an inter-individual level of
investigation that focuses on interaction. The current study sought to investigate social
representations of mental illness using different methodologies at both an individual level
and at a social interaction level.52
2.3.1.  Intra-individual methods of investigation
Investigations of intra-individual processes in social psychology are often criticised for
overemphasising internal processes about social phenomena. In the context of social
representations, however, intra-individual investigations can be useful in the sense that
individual processes for social phenomena are explored. Thus, methods of investigation
such as free association tasks can provide an insight into semantic indicators of the
representational field that may be invoked when inter-individual or inter-group
communication occurs. Of primary interest is how the individual may contribute to social
processes in the formation of social representations.  As has been mentioned, social
representations theory does not exclude the individual in what is social, the
acknowledgment is that they are integrated processes. To this end, two methods of intra-
individual investigation were used: the repertory grid procedure and a free association task.
The following is a brief summary of the two procedures.
Repertory grids are essentially methods of comparing a given set of objects, called
"elements", on a number of different characteristics, called "constructs" (Chapter 4).
Assessing how an individual views various elements on the different constructs allows an
estimation of the difference and sameness between the elements to be calculated. Although
they have rarely been used to explore social representations, repertory grids should be a
useful tool, given that, particularly in relation to social representations of the mentally ill,
difference and sameness are central aspects.
In the current study repertory grids were used to assess how understandings of the element
"mentally ill person" compare with other persons associated with health (e.g. "sick
person") and mental health (e.g. "psychologist"), throughout the course of education in
psychology. It also allowed a comparison of the data with other forms and methodologies
used in assessing social representations such as free associations and group discussions. As
indicated, this procedure has rarely been used in the field of social representations,
although it has been suggested by one of the major proponents of the repertory grid
technique (Fransella, 1984). It thus represents a relatively novel approach to the study of
social representations.53
Free associations were also used in the current study to assess social representations of the
"mentally ill" person and other persons related to health and mental health in the context of
psychology education (Chapter 5). Generally, free associations involve the relatively
simple procedure whereby participants are asked to provide several words in response to a
particular target word. An analysis of the words used allows an assessment of the relative
similarity and difference in how the various elements are represented. This procedure has
been used in a number of previous studies assessing social representations of mental illness
(e.g. Zani, 1993), as well as in studies of social representations in other areas (e.g. Di
Giacomo, 1980).
2.3.2.  Inter-individual methods of investigation
The use of inter-individual methods of investigation provides a framework for exploring
social representations as they are negotiated and evolve in the course of social interaction.
The animated nature of such interaction provides an account of the dynamic complexity of
social representations. Such social interaction can take place in various ways, for example
in focus group discussions in Foster's (2001) study. For the purposes of the current study,
two types of social processes were explored: group discussion responses to a case vignette
of someone with mental health difficulties, and an investigation of educational interaction
through university tutorial groups.
Case vignettes have been used in a variety of forms as prompts for interview data or group
discussion (e.g. Foster, 2001). The current study used a case vignette in the form of an
audiovisual scenario to provide a focus for discussion about mental health issues and
psychological difficulties (Chapter 6). This study therefore provided an exploration of
social understandings in response to an actual individual, rather than to a denoted category
of individuals.
In order to gain a more detailed understanding of the role of scientific knowledge in the
development and modification of social representations, social interaction in the context of
university tutorial groups was investigated (Chapter 7). This also provided a more naturally
occurring context for data collection, and allowed some evaluation of the influence of the
social context, namely the educational environment, on group discussions. Each of the
tutorial groups was conducted with a focus on mental illness or mental health issues. As54
with the use of repertory grids, this method has not generally been used and so represents
another way in which social representations may be investigated.
Each of the individual studies aims to provide a different perspective on the nature of
social representations of the mentally ill and related concepts. The variety of methods used
in exploring these representations allows both a comparison and combination of data to
provide an overall view of the social understandings of mental illness. As a whole, they are
not only suggestive of the content of such representations, but also suggest what markers
or concepts groups use to define the area of discussion about the topic. This includes both
the underlying themes that promote agreement and consistency, as well as the themes that
are grounds upon which debate and change may ensue. Identifying concepts that are
consistently engaged across the range of methods, and levels of education, provides greater
insight into the core features of social representations of mental health difficulties than just
describing the content of such representations identified at one single point in the
educational process.
2.4.  Aims
Each study was guided by a specific set of aims and research questions. However, a
number of underlying aims were central to the entire investigation. The main, overall,
purpose was to explore differences and similarities in social representations of mental
illness over the course of psychology education and professional experience. In addition, a
number of specific concepts were considered throughout each study.
First, in relation to the differences and similarities between the groups, it was important to
establish components that are central to the representation of the mentally ill and mental
disorder. These were expected to be those aspects that were relatively unchanging or
reinforced through the process of education and gaining scientific knowledge. There was
also expected to be a consistent theme or themes across methodologies. These aspects of
the representation may provide the common thread of dialogue that allows communication
about the issues related to the mentally ill. In comparison, those aspects that differ
according to scientific knowledge and methodology may expose those ideas that can be55
changed or modified. The importance of such consistent, core aspects as well as more
changeable, peripheral aspects has been discussed by Abric (1993; 2001).
In this sense, it was also important to identify the aspects of social representations that are
shared and in agreement, as well as those which are ambivalent and in contention (see
Rose et al, 1995). Particularly in regard to mental illness and mental disorders, there is not
one consistently shared definition, or what, if anything, needs to be done about it - even
within the scientific community. Furthermore, given that understandings have changed
over time, attention will be paid to which aspects provide an avenue for debate.
Another general aim of the study was to consider the processes of anchoring,
objectification and the identification of the prototype of the "mentally ill person" (see
Moscovici, 1984). This partly involves how the representations compare to understandings
of physical illness and normality (Zani, 1993), as these concepts may be used to anchor or
objectify understandings of the mentally ill.  How social representations of mental illness
can exist in a unified or differentiated way (Foster, 2001) was also considered, given that
differentiated notions of mental illness may be associated with different prototypes.
Another aim of the current study was to explore differences and similarities in social
representations of the "psychologist" and how it relates to the “mentally ill” and other
relevant.  This is an important aspect given that the study focuses on psychology and the
psychologist in training, a profession that is deeply involved in defining both normal
psychological development and departures from it. Furthermore, the profession has partly
developed to be a response to the mentally ill through intervention and counselling. Those
at different stages of socialisation into the profession may therefore alter not only how they
see the mentally ill and professionals who may be associated, but also what they consider
relevant in understanding it.
2.5.  General methodological overview
As has been mentioned, the current research investigation was composed of a number of
different studies designed to explore social representations from different perspectives.
These will be discussed in greater detail in chapters 4 to 7. The following section provides
a general methodological overview that summarises all of the studies.56
2.5.1.  Design
The design of the current study was cross sectional in nature, assessing different
individuals at different levels of training and presumably with different levels of
knowledge. Assessing different individuals at different points in the educational process
reflects the amount of education in psychology undertaken by participants as well as the
degree of professional contact with people with a mental illness. It was also expected to
reflect the extent to which participants had been exposed to scientific knowledge about the
mentally ill, as well as the degree to which they has been socialised into the profession of
psychology. A longitudinal design was not possible given time limitations of the project.
2.5.2.  Participants
Participants were sampled from the range of educational levels available throughout the
psychology degree and from the general community of practicing psychologists. This
allows a map to be created of how representations change with increasing education, based
on differences between cohorts at the various levels. In addition, students who were not
enrolled in the psychology program (non-psychology students) were also considered, given
that those enrolled in psychology may already have a developed interest in, and perhaps a
different understanding of, mental health and mental illness. All students were attending
Murdoch University in Perth, Western Australia. Participants also had a range of personal
contact with someone with a mental illness, from daily contact with a parent to no contact
at all. The structure of the sample will be generally outlined below. Specific characteristics
of participants involved in each methodology will be detailed in the context of their
respective studies.
First-year students who were mainly enrolled in commerce, computer-related units, and
veterinary/biology units participated in the current study. The majority of participants were
enrolled in units with little or no content related to mental health. Psychology students in
their first year of study were also sampled in order to provide an indication of the social
representations that may exist at the beginning of the education process. The majority of
participants in this sample were female, which reflects the gender distribution of first-year
students enrolled in psychology at the university.57
Fourth-year students participating in the study represent individuals who are nearing the
conclusion of their undergraduate education and, for most students, the end of formal
education in psychology, as the intake into postgraduate studies is small and competitive.
Participants in this sample included students from both the Bachelor of Psychology
program, which has a practical experience component, and the Bachelor of Arts (Honours)
program in psychology, which focuses on research. The gender distribution of participants
in the study again reflected the course enrollment.
Participants in the postgraduate program were enrolled in the Applied Clinical Psychology
program. Students at this level have the most specialised advanced education in dealing
with 'mental illness' in mainstream psychology education, in comparison to a broader
undergraduate education. As indicated, the clinical masters program at Murdoch University
primarily employs a combined cognitive-behavioural approach, but is also known for its
focus on specific behaviour modification techniques. Students at this stage of education
have also been provided with some training in how to interact with clients, including those
with a mental illness. Due to the small number of students in the clinical psychology
program, students at various stages in their degree and in both the Masters of Applied
Clinical Psychology, Doctor of Psychology (DPsych), and Masters/PhD programs
participated in the research project (herein referred to as Masters students). In order to
maintain consistency regarding the current educational context of the student participants,
only Masters students from Murdoch University were recruited.
Practicing clinical psychologists from Western Australia participated in the questionnaire
aspects of the research. Participants varied in the number of years practising as a clinical
psychologist, although all participants had at least one year of full time experience working
with individuals with mental health difficulties. Psychologists had graduated from different
universities including Murdoch University, the University of Western Australia, and Curtin
University in Western Australia. Participants also varied in their clinical focus, specialising
in areas such as depression, anxiety, and psychosis. Participants were predominantly
employed within the public sector. This group has greater clinical experience than the other
target groups and was therefore sampled to explore how social representations may differ
at a post education level with increased contact with the 'mentally ill'.58
2.5.3.  Materials
Four different sets of materials and methods were used in order to triangulate the data and
will be described in full detail in later sections. In brief, the repertory grid procedure, as
suggested by Fransella (1984), was used to explore how individuals represent the various
elements of mentally ill person, sick person, normal person, yourself, psychologist,
psychiatrist and doctor, based on predetermined constructs. These bipolar constructs were
determined from previous literature and through construct elicitation. The task was
presented in a questionnaire style format.
The word association task, following methodological techniques used by Zani (1993), was
also used to map the linguistic associations prompted by target stimulus words. This
extended upon the repertory grid task by providing participants with the opportunity to
respond openly, rather than in response to specified characteristics. The task was also
presented in a questionnaire format and asked participants for their responses to the target
word stimuli of mentally ill person, sick person, normal person, yourself, psychologist,
psychiatrist and doctor. Both questionnaires also asked about general demographic
information and degree of contact with an individual with a mental illness. A checklist of
mental disorders was also attached, which asked participants to indicate whether they
considered each disorder to be a “mental illness” (see Chapter 3).
These questionnaire style methods were supplemented with the use of discussion groups in
various contexts. As indicated by Moscovici (1984), social representations are 'social'
through their expression in a social context, often in the conversations in which people
become engaged. Discussion groups were thus used as a forum to develop a more rich and
qualitative insight into social representations than is the case with questionnaires.
Discussion groups were conducted using a video case vignette as a focus. The case
vignette depicted an individual with social phobia, an anxiety disorder that has been
described as a mental illness in the media and public documentation. During the 4-minute
presentation, however, neither the term "mental illness" nor the term "social phobia" was
used at any time. The use of the case vignette was designed to minimise demand
characteristics, as compared to other materials that may have provided a more direct
indication of the aims of the study. Tutorial discussions were also used as a naturalistic59
context and were governed by the topic of the particular tutorial and unit. Topics included
those on adolescent suicide, depression, and schizophrenia.
2.5.4.  Procedure
Students were mainly recruited from university lectures and tutorials. A number of
participants were also recruited from noticeboard advertisements as well as through the
Internet in units which had Internet-based resources, such as discussion boards. Clinical
psychologists were recruited through an e-mail list of health department clinical
psychologists. Specific target groups were recruited for different studies depending on the
aims of each study. For example, non-psychology units were not included in the study
using tutorial discussions, as they did not include topics related to mental health. Table 2.2
shows the participation of particular groups in the various studies used to explore
representations.
Table 2.2. Procedures used to assess social representations in each group
Group
Procedure Non-
Psychology
First-year
 Psychology
Fourth Year
Psychology
Clinical
Students
Clinical
Psychologists
Word
Association
XX X XX
Repertory
Grid
XX X XX
Case
Vignette
XX X X
Tutorial
Discussion
XX X
The questionnaires were administered in lectures and tutorials, or via the internet through a
web-based questionnaire. Both the word association and the repertory grid task were
completed within 15-20 minutes. Discussion groups using the case vignette were
conducted on the university campus and extended for approximately 50 minutes. Tutorial
groups were recorded in the participants' regular tutorial rooms and extended for the
duration of the class discussion. Informed consent was gained for all procedures.60
CHAPTER 3
Awareness of mental disorders and categorisation of mental illness
3.1.  Differentiation and classification of "mental illnesses"
In assessing the social representations of mental illness, Foster (2001) argues that the
unified term "mental illness" can be differentiated into various specific "mental illnesses",
as is the case in scientific and professional nomenclature. This distinction may also occur
in public areas of society where, as mentioned, previous Australian government initiatives
in mental health have used the term "mental illness" to refer to the various mental disorders
described in classification systems such as the DSM-IV. The term has also been used in
public documentation and campaigns, describing mental illness as being composed of a
group of illnesses, further detailed as the various mental disorders. In this way, the term
"mental illness" is used as a generic reference to the community or relevant professionals,
to communicate about and identify a wide range of cognitive, emotional, and behavioural
difficulties.
However, whether individuals, and various groups, subscribe to this general and inclusive
definition is yet to be assessed. This is of particular interest for the current research
investigation given that many of these participants are, or will become, involved in the
mental health profession. How they use the various labels of symptomatology (ie mental
disorders) in association with the global label of "mental illness" provides an insight into
what they understand mental illness to be. For Foster's (2001) participants, differentiation
of mental illness in psychiatric diagnoses occurred through the separation of  "higher
order" mental disorders such as schizophrenia and manic depression, from "lower level"
disorders such as anxiety and depression. In the current study, the classification of
particular disorders as a mental illness in comparison to other disorders may serve a similar
function.
In addition, assessing how groups classify particular mental disorders as a mental illness
also provides an indication of the characteristics they may be referring to or considering61
when describing the 'mentally ill person'. In the current research, such background
information may contextualise the data gained from specific studies, such as the free
association or repertory grid task. It also provides a context for the nature of
communication and interaction about mental illness in discussion groups.
The following chapter thus presents an overview of the data collected from general
questions to identify those mental disorders and conditions that were considered a "mental
illness". In the first instance, however, an assessment of the awareness of various mental
disorders was also undertaken. For early undergraduate students particularly, awareness of
particular disorders may show the impact of media attention in both the popular media (e.g.
films) and informational media (e.g. public campaigns, news reports). The primary aim of
this descriptive analysis is to provide general information about the groups participating in
the various studies in the form of their knowledge of mental disorders and the
identification of these as a mental illness.
3.2.  Method
3.2.1.  Participants
A total of 219 participants completed a list of general questions, including demographics
and a mental disorders checklist, as part of the current research investigation. The data was
collected during the repertory grid task, the free association task, and the case vignette
discussions. As the aim of the tutorial discussions was a more naturalistic method of data
collection, the general questions and checklists were considered too intrusive a measure to
use during tutorials. Of the 219 general questionnaires completed, 12 checklists from the
first-year samples were not completed correctly (e.g. selecting only "schizophrenia" as
heard of and as a mental illness where it is highly improbable that a university student has
never heard of "depression"). These questionnaires were excluded from the statistical
calculations. Specific data about the samples from each method of data collection can be
found in the relevant chapters.62
3.2.2.  Materials
The checklist was essentially a list of 36 conditions selected from the DSM-IV (see
Appendix A). Although not all of the 36 labels may be considered 'mental disorders' (e.g.
domestic violence), for the sake of brevity they will all be referred to as such. The
disorders were selected to include a variety of those commonly presented in the media as
mental health problems, such as schizophrenia and depression, as well as lesser known and
potentially less publicised disorders such as acute stress disorder. The checklist also listed
labels that may be present in the community but are not often depicted as a mental illness.
This included grief (cited as "bereavement" in DSM-IV codes), domestic violence (cited as
"physical abuse of adult" plus "relational problems with partner" in DSM-IV codes),
stuttering, and pre menstrual tension. Nonetheless, these labels are present in some way
within the DSM-IV as, for example, specific disorders or other conditions that require
clinical attention (Tables 3.1 and 3.2 list all the disorders selected as presented to
participants). The variety of disorders and conditions less associated with mental illness
were also included as a check for demand characteristics, such as whether participants
indicated that all of the conditions were mental illnesses based on the appearance that it
was list of mental illnesses.
The mental disorders checklist was presented within the section of general questions. It
was displayed as a general question without a title, stating only the instruction for
completing the list. The instructions asked participants to indicate, from the list, the
conditions they "had heard of" as well as to indicate if they considered it a mental illness.
The list was not described as a list of mental disorders. The term "disorder" only appeared
in the context of specific category diagnoses (e.g. when specifying "Personality disorder").
3.2.3.  Procedure
Following the task that was relevant to each specific study, the participants were asked to
complete a group of general questions, including the checklist. Each participant indicated if
they had heard of the particular label by marking a box in the first column adjacent to the
label. Participants then indicated which of these they considered a mental illness by
marking the box in the second column. As a subtask within the general questions, the
mental disorders checklist was completed by participants in a few minutes.63
3.3.  General analysis
3.3.1.  Awareness of mental disorders and conditions
For the purposes of the current descriptive analysis, percentages were calculated to
determine the proportion of individuals, within each group, who had heard of the disorder
and those who identified it as a mental illness (see Tables 3.1 and 3.2). Generally, it is
interesting to note that the majority of participants indicated that they had heard of each of
the disorders, implying a generally high level of awareness of at least the names of the
mental disorders. This may be expected given that the sample has the minimum
educational requirements suitable for university entry.
Furthermore, the percentage of individuals aware of the range of disorders generally
increased over the levels of psychology related education and experience. This finding is
likely to be a result of the education of each group of students, with greater awareness of
disorders attributable to specific education about such disorders. However, the first-year
psychology students showed greater awareness of mental disorders than did first-year
students not enrolled in psychology. Perhaps first-year psychology students possess a
greater interest in human behaviour and psychology, and are already more aware of, or
more attentive to, mental health difficulties and their labels as they occur, for example, in
the media. It is also possible that in their short duration of enrolment they have already
been exposed to a wider range of relevant terminology (e.g. "phobia") that they recognise
in the checklist.
In assessing the level of awareness within groups there are also some noteworthy findings.
For example, all non-psychology students recognised depression and schizophrenia, which
are perhaps two of the most commonly publicised disorders in the media. A very high
proportion had also heard of disorders such as ADHD, anorexia and bulimia, and
obsessive-compulsive disorder, possibly for the same reason. Almost all also indicated that
they recognised labels identifying perhaps more common behaviours that are not
necessarily associated with mental illness such as stuttering, grief, alcohol, and gambling.64
Table 3.1 Percentage of individuals, within each group, who had heard of a given mental
disorder.
Disorder First Year
Students
First Year
Psychology
Fourth Year
 Psychology
Masters Clinical
Psychologists
Acute Stress Disorder 59% 65% 68% 90% 100%
Agoraphobia 53% 74% 100% 100% 100%
Alcohol/Substance dependence
(addiction)
96% 98% 100% 100% 100%
Amnesia 98% 98% 100% 100% 100%
Animal phobia (e.g. phobia of
spiders, dogs)
86% 93% 100% 100% 100%
Anorexia and Bulimia 98% 100% 100% 100% 100%
Attention Deficit/ Hyperactivity
Disorder
96% 96% 98% 100% 100%
Autism 82% 98% 98% 100% 100%
Bipolar (previously 'manic-
depression')
82% 98% 100% 100% 100%
Compulsive Gambling 98% 96% 100% 100% 100%
Dementia (e.g. Alzheimer's
disease)
92% 98% 100% 100% 100%
Depression 100% 100% 100% 100% 100%
Dissociative Identity (multiple
personalities)
86% 95% 100% 100% 100%
Domestic Violence 92% 98% 100% 100% 100%
Fetishism 80% 82% 100% 100% 100%
Generalised Anxiety Disorder 67% 77% 100% 100% 100%
Grief 94% 98% 100% 100% 100%
Hypochondriasis 65% 82% 100% 100% 100%
Intellectual disability 92% 89% 100% 100% 100%
Kleptomania 71% 81% 94% 100% 100%
Obsessive-Compulsive Disorder 94% 95% 100% 100% 100%
Panic disorder 80% 89% 100% 100% 100%
Paedophilia 84% 89% 100% 100% 100%
Personality Disorder 76% 95% 100% 100% 100%
Post Natal Depression 84% 98% 100% 100% 100%
Posttraumatic Stress Disorder 86% 91% 100% 100% 100%
Pre Menstrual
Syndrome/Tension
94% 96% 100% 100% 100%
Pyromania 78% 79% 96% 100% 100%
Schizophrenia 100% 100% 100% 100% 100%
Separation anxiety 78% 89% 100% 100% 100%
Sleepwalking 98% 96% 100% 100% 100%
Social Phobia 73% 89% 100% 100% 100%
Stuttering 98% 96% 100% 100% 100%
Suicidal tendencies 92% 98% 100% 100% 100%
Tourette's Syndrome 78% 84% 96% 97% 100%
Voyeurism 63% 60% 96% 97% 100%65
First-year psychology students also showed a high awareness of the same disorders
recognised by non-psychology first-year students. However, in addition nearly all had also
heard of disorders such as autism, bipolar disorder, dissociative identity, and personality
disorder. There was also a noticeable difference compared to other first-year students in
awareness of a number of disorders such as, agoraphobia, hypochondriasis and social
phobia. As indicated, this higher level of awareness may be attributable to previous interest
or current education.
There were also a number of disorders, such as acute stress disorder and voyeurism, which
seemed to be less known by first-year groups in particular.  Acute stress disorder in
particular shows a lower percentage of students, across groups, having heard of the
disorder. Perhaps this disorder is a less used and less publicised mental health problem,
with response to a traumatic event usually associated with posttraumatic stress disorder, or
PTSD (the primary difference is that acute stress disorder lasts less than one month).
At the fourth-year level there is a noticeable increase in the percentage of the group that
recognises the majority of the disorders. By this stage, students would have completed a
number of relevant units such as Abnormal Psychology and some would have completed
Advanced Abnormal Psychology, both of which deal directly with mental illness and
mental health. They may also have been assessed on their knowledge of various disorders,
and therefore studied a wider range of disorders than first-year students, resulting in greater
familiarity with more of the disorders.
Finally, Masters students all recognised the vast majority of the disorders listed, slightly
more so than fourth-year students. Furthermore, clinical psychologists unanimously
indicated that they had heard of each specific disorder listed. Given their frequent use of
classification systems such as the DSM-IV, clinical psychologists would have sound
knowledge of the various disorders, or at least be aware of the names. For these two groups
especially, awareness and knowledge of the various disorders is an integral component of
professional communication, and the terminology may be used on a daily basis, be it in
training or in work.66
3.3.2.  Classification of mental disorders and conditions as a "mental illness"
As indicated percentages were also calculated to determine which disorders were identified
as a mental illness. These were calculated based on the percentage of those who had heard
of the disorder (see Table 3.2). The mean percentage across groups was also calculated as a
crude measure of the average proportion of the groups identifying particular disorders as a
mental illness. From the table it is clear that not all of the disorders and conditions listed
are considered a "mental illness", such that some differentiation between disorders occurs.
The responses range from total agreement that the label is not a mental illness (ie 0%) to
95% agreement that a particular disorder is a mental illness.
In particular, the conditions commonly not classified as a mental illness (ie less than 10%
on average across groups) include sleepwalking, grief, pre-menstrual syndrome and
stuttering. As indicated, these are likely to be conditions least associated with "mental
illness" in the conventional sense. It is interesting, however, that domestic violence is not
included in this group. Although the percentage of classification as a mental illness is still
low, a quarter of first-year students in both groups specify domestic violence as a mental
illness, whilst the groups with greater psychology education, particularly clinical
psychologists, show very low percentages of classification. Perhaps media associations,
such as news reports, that mention mental illness in the context of violence (see e.g. Philo,
McLaughlin & Henderson, 1996) may contribute to this classification for a small
proportion of the first-year group, whilst groups in later stages resist this association.
There were also a number of disorders consistently labelled as a mental illness across all of
the groups, in particular schizophrenia and bipolar disorder (above 85% on average across
groups). These two disorders were also specified by Foster (2001) as being differentiated
by her participants as "higher order" mental illnesses. In addition, obsessive-compulsive
disorder (OCD), dissociative identity, anorexia and bulimia, and depression were, to a
lesser degree, also labelled as a mental illness across groups (above 75% on average across
groups).67
Table 3.2. Percentage of individuals, within each group, who classified the mental disorder
as a "mental illness".
Disorder First Year
Students
First Year
Psych.
a
Fourth Year
 Psych.
a
Masters Clinical
 Psycht.
b
Average
Acute Stress Disorder 52% 62% 45% 50% 64% 55%
Agoraphobia 81% 69% 51% 61% 82% 69%
Alcohol/Substance dependence
(addiction)
38% 54% 28% 52% 55% 45%
Amnesia 46% 52% 19% 13% 18% 30%
Animal phobia (e.g. phobia of
spiders, dogs)
57% 55% 43% 52% 68% 55%
Anorexia and Bulimia 81% 86% 61% 74% 86% 77%
Attention Deficit/ Hyperactivity
Disorder
45% 69% 26% 32% 41% 43%
Autism 75% 73% 39% 32% 27% 49%
Bipolar (previously 'manic-
depression')
90% 95% 74% 90% 91% 88%
Compulsive Gambling 54% 51% 32% 32% 55% 45%
Dementia (e.g. Alzheimer's
disease)
58% 66% 53% 61% 27% 53%
Depression 67% 84% 66% 81% 82% 76%
Dissociative Identity (multiple
personalities)
88% 93% 68% 84% 77% 82%
Domestic Violence 27% 25% 11% 6% 0% 14%
Fetishism 31% 32% 26% 13% 41% 28%
Generalised Anxiety Disorder 70% 70% 57% 58% 82% 67%
Grief 9% 11% 2% 3% 0% 5%
Hypochondriasis 56% 68% 53% 52% 68% 59%
Intellectual disability 49% 37% 23% 10% 5% 25%
Kleptomania 69% 65% 27% 39% 68% 54%
Obsessive-Compulsive Disorder 78% 91% 74% 77% 82% 81%
Panic disorder 62% 67% 62% 52% 86% 66%
Paedophilia 44% 49% 38% 32% 41% 41%
Personality Disorder 76% 78% 57% 77% 77% 73%
Post Natal Depression 51% 66% 36% 52% 86% 58%
Posttraumatic Stress Disorder 55% 63% 51% 65% 86% 64%
Pre Menstrual Syndrome/Tension 11% 5% 6% 3% 0% 5%
Pyromania 50% 58% 29% 48% 68% 51%
Schizophrenia 94% 91% 77% 90% 91% 89%
Separation anxiety 29% 29% 17% 26% 68% 34%
Sleepwalking 2% 7% 6% 0% 5% 4%
Social Phobia 50% 59% 53% 58% 82% 60%
Stuttering 13% 6% 4% 6% 5% 7%
Suicidal tendencies 58% 66% 32% 42% 50% 50%
Tourette's Syndrome 66% 56% 20% 47% 27% 43%
Voyeurism 16% 26% 20% 27% 41% 26%
Note: 
a Psych. = Psychology. 
bPsycht.
 = Psychologist68
In particular, OCD was most consistently classified as a mental illness across groups
(above 70% in each group) whilst the others showed variations between groups. Other than
dissociative identity, which may not have been considered by Foster, these other disorders
were grouped within the "lower order" mental illnesses. Thus, although the majority of
individuals considered these disorders a mental illness, the classification across groups was
clearer for schizophrenia and bipolar disorder than for others. For the current group of
participants, both professionals and students seem to similarly differentiate between
disorders through the consistently higher percentage of group members classifying some
disorders (e.g. schizophrenia) as a mental illness as compared to other disorders (e.g.
depression).
In addition, the group of anxiety disorders specified in the list (e.g. PTSD, social phobia,
acute stress disorder) generally showed a lower percentage of individuals across groups
classifying them as a mental illness. Some of the anxiety based disorders such as acute
stress disorder and animal phobia showed inconsistency within some of the groups, with
approximately half classifying it as a mental illness and half excluding it. As suggested by
Foster (2001), perhaps some types of anxiety reflect only a small difference from the
"neuroses" of everyday life and are thus too close to the self to be categorised clearly as a
"mental illness" by some of the groups.
It is also noteworthy that a number of "higher order" mental illnesses as categorised by
Foster (2001) such as autism, Alzheimer's (listed here as dementia) and Tourette's
syndrome are not as clearly classified across groups as a mental illness. However, first-year
groups more often identify autism as a mental illness than other groups.  To a lesser extent,
students also identified dementia as a mental illness more often than clinical psychologists
did. Thus, for the current participants, differentiation of some disorders varied according to
group, with classifications of mental illness changing with increasing psychology
education through the exclusion of conditions as well as through inclusion. The students in
this sample, particularly first-year students, may be more similar to participants in Foster's
(2001) study, including the above disorders as a mental illness. Clinical psychologists, in
comparison, may use different criteria to differentiate mental disorders and exclude the
above-mentioned disorders from the category of mental illness. These results are
interesting and worth further investigation.69
These differences between groups are also noticeable when examining the pattern of
responses within each group. For first-year non-psychology students, bipolar disorder and
schizophrenia were most noticeably identified, as well as dissociative identity disorder.
The percentage of the group indicating anorexia and bulimia, agoraphobia, OCD,
personality disorder and autism as a mental illness was also high (75% and above). Other
than personality disorders, the other conditions may be more often publicised as
representing a disconnection from reality that causes a noticeable violation of social norms
and unusual behaviour. For example, those with dissociative identity supposedly hold
conversations between "personalities"; those with anorexia fear being overweight when
they are visibly malnourished; and those with agoraphobia are so paralysed by fear they
cannot leave the house. Similarly, those with OCD may walk in a seemingly random
fashion along the street as they avoid cracks in the sidewalk, whilst those with autism may
engage in repetitive, stereotypical behaviours such as hand flapping. The identification of
personality disorders as a mental illness is interesting and unexpected, and perhaps, as the
name implies, these students may perceive that a dysfunctional "personality" involves a
disruption to the core of a person. An individual's personality defines who that person is,
and so the term "personality disorder" may imply a fundamental disturbance in the person.
Overall, for the non-psychology student, mental illness is defined by disorders most
commonly associated with seemingly major deviations in behaviour or personality.
A similar list of disorders frequently identified as a mental illness is presented for first-year
psychology students. Interestingly though, agoraphobia is less clearly identified as a
mental illness whilst depression is more clearly identified. This subtle difference may
reflect a greater emphasis on the emotion of sadness as being connected to mental illness.
As first-year students enter psychology education, perhaps their desire, at least in part, is
"to help" people (Solas, 1996), and with a focus on emotion, perhaps the implication is to
help people "be happy".
Fourth-year students, in comparison, categorise the least number of conditions as a mental
illness. For these students, schizophrenia, bipolar disorder and OCD are the most
commonly identified mental illnesses (74% or greater). Although this may seem unusual,
fourth-year students in this sample may represent a group who have gained an
overwhelming amount of information about behaviour and emotion (as well as abnormal70
behaviour and emotion) but have not yet applied it in practical experience.  Perhaps for
these students, who have been taught throughout their degree to analyse and argue a point,
their knowledge is broad and without focus or application in the area of mental health, such
that the delineation and identification of the category of mental illness is unclear. As one
student commented at the end of the mental disorders checklist, "I find it difficult to state
categorically that something is a mental illness because I don't know how to define 'mental
illness'. There are many and varied influences that contribute to human behaviour - the
more I learn, the less I know".  Another student mentions the following, "Even though I've
marked depression as a mental illness, I also believe that depression can be quite 'OK' as a
response to specific situations. It's when this depression is ongoing or inappropriate that I
believe it becomes a mental illness". Thus, whilst first-year students respond to previous
incidental knowledge, and postgraduates and clinical psychologists rely more on practical
experience, the fourth-year student is perhaps caught in a stage of identifying a range of
possibilities for mental illness. This may include a biopsychosocial understanding of
mental illness and challenging lay stereotypes without knowing what mental illness is
supposed to "look like", resulting in a more varied approach to its identification.
For Masters students then, perhaps their greater focus on how to apply their understandings
of mental health and mental health problems can be seen in a number of disorders more
clearly identified as a mental illness.  As with all groups, schizophrenia and bipolar
disorder were noticeably identified, as was dissociative identity and depression. To a lesser
extent, OCD and personality disorders, and anorexia and bulimia were also indicated.
Like the fourth-year students, however, the percentage of the group identifying disorders as
a mental illness across the range of conditions was slightly deflated in comparison to other
groups. While they have more practical experience than fourth year students, perhaps
fewer Masters students are willing to label a condition as a mental illness, recognising that
they are still novices in their profession.
In comparison, clinical psychologists more clearly classified the greatest number of
conditions as a mental illness, including a range of anxiety disorders not as clearly
identified by the other groups, such as panic disorder, PTSD, agoraphobia, generalised
anxiety disorder, and social phobia. It also included postnatal depression (all identified by
more than 80%). Thus, for these clinical psychologists, what may be perceived as everyday71
"neuroses" by others are more often classified in the category of mental illness with other
conditions such as schizophrenia and bipolar disorder, as well as OCD. Perhaps in their
experience, the common anxieties are seen in a potentially different form, marked as much
by the distress and debilitation that is more often associated with other more severe
conditions. Clinical psychologists also showed the greatest consistency with a larger
percentage of the group either including the condition as a mental illness or excluding it
from that classification, compared to other groups where more disorders showed a division
in classification (ie 45% to 55%).  Thus, the clinical psychologists in the current sample
show greater uniformity in their responses as well as classifying more disorders as a mental
illness. This may be an expected finding, given the degree of contact with the names of
conditions that are part of their daily professional experience.
3.4.  Conclusions
In sum, the information gained from the mental disorders checklist already shows a
number of commonalities as well as differences between the various groups. First, there is
a relatively high level of awareness of mental disorders and conditions amongst the total
sample. In particular, some disorders such as schizophrenia and depression may have a
higher media profile and so are recognised by all individuals. Education about such
conditions is also likely to have an impact with those in the later stages of education and
experience indicating total group awareness of most of, or all of, the listed conditions.
The identification of mental illness also showed some commonalities with the groups
differentiating between mental disorders, including some conditions in the category of
mental illness while excluding others. In particular, schizophrenia and bipolar disorder, as
described by Foster (2001) may be considered "higher order" mental illnesses that show
poor prognosis and are considered more severe. These associated disorders could act as a
common element in communication across groups when discussing "mental illness". OCD
was also frequently categorised as a mental illness by all groups.
In comparing the groups, first-year students identified as a mental illness those disorders
that appeared associated with major disruptions to behaviour and character. Similar
disorders were categorised by other groups. For first-year psychology students, however,72
there was also the inclusion of depression, a condition that may engender empathy and a
desire to comfort in the same way that pain may be associated with physical illness.
Fourth-year psychology students appeared reluctant to make many classifications of mental
illness, perhaps unsure of how to apply the numerous factors that influence mental illness.
Masters students showed slightly less reluctance, and the more commonly labelled
disorders, including depression, were identified with higher frequency. Clinical
psychologists, in comparison, may rely on their experience and included a range of
anxieties that other groups could consider too closely associated with the traumas expected
of life and the daily stress that is common to the modern world.
As always, such results need to be understood in the context of methodological factors that
may influence the results. For example, it is possible that some students, particularly in the
early stages of education, may have indicated conditions as a "mental illness" due to their
semantic proximity to the term "mental illness, such as those containing the word
"disorder". This is possible given that knowledge about the disorder was not assessed.
However, despite this possibility, there was no consistent bias towards identifying those
conditions as a mental illness. Future research could investigate the progression of
knowledge of mental disorders through psychology education, not just in querying
awareness, but also in determining the level of understanding and depth of knowledge.
Secondly, students may have been influenced by demand characteristics and perceived that
they should have heard of the mental disorder. This may be the case particularly for those
in later stages of psychology education where the list may have been recognised as
originating from the DSM-IV, with the expectation that students recognise each disorder.
While this is a strong possibility, it was noticeable that for some conditions, particularly
acute stress disorder, a greater percentage of the groups did not indicate that they had
heard of it. For increased clarification future research could ask for more detailed
responses to assess knowledge of the various disorders.
For the purposes of the current research investigation, however, the mental disorders
checklist has served to provide a background of information about the various groups,
which may compliment and contextualise the data found in specific studies. It is relatively
clear that while there are some common links between the groups in regard to what they73
perceive is a mental illness, there may be various group specific factors that guide how
they understand and identify mental illness. This analysis of awareness and identification
of scientific categories of mental illness can assist in examining the social representations
of mental illness, as these groups negotiate the shared understandings of mental illness in
both a scientific and a social context.74
CHAPTER 4
Social representations of the mentally ill and other individuals: Difference
and sameness in repertory grid responses
The repertory grid procedure was first developed in the 1950's as part of George Kelly's
Personal Construct Theory in order to determine how individuals interpret themselves and
their environment (Beail, 1985). The major focus of the theory outlines how a person
develops implicit theories in order to anticipate future events, through the recognition of
patterns that indicate a commonality with some events and a differentiation from other
events (Fransella, 1984). In this sense, the emphasis begins at an individual level. However,
it also partly focuses on the notion that interpretations can be shared, and that although an
individual's construct system is unique to that person, there can be a common ground upon
which the interpretation of objects and events can be appreciated by, and communicated to,
other people (Thomas, 1979). This acknowledgment of a shared understanding of what may
usually be considered individual phenomena resembles the characterisation of social
representations previously mentioned (as outlined in Chapter 1).
The methodological aspect of the theory involves assessing an individual's construct system
through repertory grids. The repertory grid is a method of performing judgements about a
number of objects, or elements, on a number of different characteristics, or constructs
(Beail, 1985). Importantly, the constructs are bipolar in nature, because a construct is
generally interpreted in the context of a contrasting relationship with a differentiating
construct, such as concrete-abstract, nice-nasty (Bannister & Fransella, 1986). The
repertory grid procedure developed into different forms after its inception (see e.g.
Fransella & Bannister, 1977) and although it is used primarily in personal construct theory,
it has been suggested for use in theoretical frameworks other than personal construct
theory, including that of social representations (Fransella, 1984).75
4.1.  Repertory grids and social representations
The repertory grid method has seldom been used in social representations research, and the
procedure has not been previously used in identifying social representations of mental
illness. However, some studies have used grid-style formats in such research. Furthermore,
one of the strong proponents of the repertory grid method has suggested that repertory grids
would be useful in social representations research (Fransella, 1984)
Fransella (1984) discusses a number of similarities between the nature of "constructs" and
Durkheim's notion of collective representations, as well as Moscovici's notion of social
representations. In particular, two of Kelly's concepts, termed the commonality corollary
and the sociality corollary are relevant to social representations. Firstly, the concept of
commonality implies that although individuals may differ in how they construe events,
there are also similarities in the way that they construe events. By sharing a system for
comparing and contrasting events, there can be similarity and understanding (Ryle, 1975).
In other words, people are similar mainly because they interpret and discriminate between
events in a similar way (Bannister & Fransella, 1986) and, in this way, they can maintain a
shared understanding of reality. This notion of commonality in construing events that acts
as a link of similarity between people is similarly expressed in the idea of social
representations as a shared way of understanding events. The concept of commonality,
then, bears important relevance to the theory of social representations (Fransella, 1984).
Secondly, the concept of sociality identifies that interpersonal interaction occurs by
interpreting the construction process of another person. Thus, even though the construct
system may not be the same, providing the individuals can construe how the other is
interpreting the object or event, there can be some participation in the social process
(Bannister & Fransella, 1986). In a similar way, the proviso for the development of social
representations is not complete agreement on content, but only a common ground of
understanding that provides a context for interaction about an event or object.
Thus, as Fransella (1984) implies, there is some overlap in what the two theories suggest.
Using repertory grids as a method of assessing personal constructs may therefore also be
useful in the study of social representations. The current study, then, can be seen as a novel
exploration of social representations using repertory grid methodology.76
Although social representations research has not used repertory grids specifically, Fransella
(1984) does describe a study by Abric and Kahan (1972) which seems to use grid
methodology, with participants rating another individual on a set of bipolar adjectives. In
this sense, the use of "rating grids", as suggested by Fransella (1984), can also be seen in
De Rosa's (1987) use of semantic differentials in assessing the social representations of
mental illness. In this aspect of the study, participants were asked to rate a "normal person",
a "mad person" and the "self" on a number of bipolar adjectives, such as "stupid-
intelligent", and "violent-tranquil". The mean ratings across the bipolar adjectives produced
a ratings grid defining the normal person and the self as similar, with both being quite
different from the mad person. Essentially, the normal person and the self were ascribed
what seemed to be socially desirable constructs (e.g. intelligent, capable, tranquil), whilst
the contrasting, more negative pole of the constructs were ascribed to the mad person (e.g.
stupid, incapable, violent). This pattern of responses was common for children, mothers,
and fathers in the sample.
This example shows that both constructs and elements can be provided to participants in
some instances to provide a nomothetic perspective (Fransella, 1984). This has been termed
a consensus grid by Beail (1984), who has also partly criticised its use in this form, as the
dependence on an average sometimes fails to acknowledge the variation that may occur
within the sample. In regard to social representations, the calculation of a group mean may
therefore mask inconsistency or ambivalence inherent in the representational field. Given
that the current research investigation is largely exploratory, the present study will also
explore ways of utilising grid methodology whilst acknowledging differentiation as well as
commonality in responses.
In addition, although the use of grid methodology in the literature may be minimal, other
methods of investigating social representations are still relevant. For example, the repertory
grids themselves were partly constructed with reference to previous literature (see section
4.3.2.3). Bipolar constructs were partly developed based on previous studies identifying
characteristics of the mentally ill and others (e.g. Zani, 1993, Garcia-Silberman, 1998), and
studies identifying core themes in social representations of mental illness (e.g. Morant,
1998).77
4.2.  Aims and research questions
The present study aimed to identify the social representations of mental illness, particularly
in comparison to other relevant individuals such as the normal person, the self, and health
professionals. The present study also aimed to explore differences and similarities between
representations at different levels of education and personal contact with the mentally ill.
The use of repertory grids can provide a more structured and quantifiable method for
analysis, to compliment the data from the qualitative methods used in the investigation.
Furthermore, using repertory grids allowed a direct comparison between the various
individuals or elements. In addition to the main aims of the study, a number of specific
research questions were developed.
The main focus of the current study was to explore how the mentally ill person is
represented. As social representations of the mentally ill are likely to exist within the
context of other related individuals, rather than in isolation, social representations of others
were also assessed. Thus, the primary question was: what are the social representations of
the mentally ill in relation to the sick person, the normal person, the self, the psychologist,
the psychiatrist, and the doctor? This included an exploration of how these elements are
construed in relation to each other, in addition to defining characteristics associated with
each element.
In particular, the notions of distance and difference can be highlighted through the
mathematical process of interpreting repertory grids. Previous research by Zani (1993)
identified that the mentally ill and mad person are represented as distant from the self and
the normal person, as was the case in De Rosa's (1987) study focusing on the madman.
Similarly, research by Morant (1998) found that professionals viewed mental illness as
being substantially different from normal, everyday phenomena. Furthermore, Morant
identified the common theme that disruption to functioning was fundamental aspect of the
mentally ill person in comparison to the normal person. It is expected that a similar
underlying theme of difference, and potentially also of disruption, may be evident in the
analysis of repertory grid responses.
A second major question explores the impact of education on the representation of the
mentally ill and others. As is the major interest across all areas of investigation in the
project, do such social representations differ or remain consistent at different levels of78
relevant education? Do students without any psychology education differ in their
representations in comparison to clinical psychologists who have had extensive training and
experience in working with the mentally ill and in the mental health profession? Zani
(1993) found that those without psychology education (e.g. science, medical students) were
different from psychology students in their understanding of the mentally ill. Perhaps a
higher level of scientific knowledge and experience with the concepts of mental illness and
the mentally ill will produce other differences. Furthermore, as the psychology student
progresses towards integration into the profession, does the representation of the
psychologist change? Perhaps this also influences how they see the "self" in relation to the
"psychologist".
Given the nature of repertory grid analysis, it was also possible to explore more closely the
impact of personal contact on the representation of the mentally ill and others. Thus, a final
question in the current study was asked: what similarities and differences could be seen in
the representations of those who have had close personal contact compared to those who
have had some, or no contact? Zani (1995) found that shopkeepers who had contact with
the mentally ill in the community, for example on a daily basis in their stores, had less
stereotypical representations about the mentally ill than did those who had no contact with
such individuals. As the present study took a unique opportunity to investigate the way
some individuals construed the mentally ill and other individuals, the commonality of
construing that may be attributed to personal contact was also explored.
4.3.  Development of the repertory grid
As described, the repertory grid task has not been used in previous research on social
representations of the mentally ill. The current study thus used repertory grids in an
exploratory way to provide another perspective on assessing social representations, as well
as supplementing the data collected in other studies. In general, the repertory grid task
involved the presentation of stimulus words or 'elements' such as 'mentally ill person',
which were compared on a number of dimensions or 'constructs', such as "happy-sad". A
rating was provided of the degree to which the construct was representative of the element.
The use of these scaling techniques allows a mathematical picture of the individual's
construct map to be plotted.79
The current study also made use of supplied constructs. Thus, constructs such as "happy-
sad" were provided a priori in the data collection phase. Although this may present a more
closed approach to the task, unlike part of De Paolis' (1987) study the categories provided
were not broad or general, such as asking for age and gender. The use of supplied
constructs has been debated in the literature with some indication that, providing that an
area of interest area is defined based on previous knowledge of important constructs,
supplying constructs may be appropriate (e.g. Fransella & Bannister, 1977). The constructs
in this study were selected from a preliminary pilot study as well as from the literature, and
as such are more likely to represent an area already defined within the social context of the
participants in the study. The process of developing the repertory grid is further detailed
below.
4.3.1. Elements
The elements were selected based on previous literature and the aims of the study. Thus, the
elements of mentally ill person, normal person, sick person, and self were selected from
previous research (e.g. De Rosa, 1987; Zani, 1993). In the current study, "mentally ill
person" rather than "mad person" was selected, as the term "mad person" is not as
commonly used in either a public or a professional environment in Western Australia. As
the study also sought to assess the notion of "self" in relation to the profession of
psychology, and other professionals related to the mentally ill, the elements of psychologist,
psychiatrist, and doctor were also selected. Although not every participant may have had
contact with such individuals, the elements chosen are often represented through the media
in either popular or informational form.
4.3.2. Constructs
In the current study, the procedure for selecting constructs to develop the repertory grid
followed three different methods to maximise the relevance of constructs chosen. Initially,
construct elicitation followed the method used by Reynolds and Janzen (1987) in their
study comparing school psychologists and school psychology trainees. Second, constructs
were developed based on a pilot study of the word association task, to provide a variety of
constructs that may be more representative of those used by local participants. Further, this
process was complimented by a review of literature and research that has previously80
identified the social representations of mental illness, persons with a mental illness, and
psychologists. This allowed a clearer comparison with previous research and assessment of
the consistencies of the representations across methodologies.
4.3.2.1 Construct Elicitation using Triad method
Much of the literature discusses the importance of eliciting constructs from participants for
use in the repertory grid (e.g. Beail, 1985; Fransella & Bannister, 1977). This involves
participants using the triad method to compare elements and develop constructs that
separate those elements. The participant is asked to select from three elements the two
elements that are most similar, and to provide a construct that indicates how they are
similar. The participant is then asked how these two elements are different from the third
element. For example, by comparing 'mentally ill person', 'sick person' and 'normal person',
the participant may indicate that 'mentally ill person' and 'sick person' are the same because
they show some reduction in functioning (emergent pole) as compared to a 'normal person'
who shows no reduction in functioning (implicit pole). Constructs were elicited using the
procedure outlined in Reynolds and Janzen (1987). An outline of the steps involved in the
construct elicitation method can be seen in Table 4.1.
Table 4.1. Steps involved in construct elicitation.
Step Task Description
1 Determine pool of triads Elements arranged into triads, ensuring each element
compared to each pair of elements at least once. Total
pool of 35 triads created.
2 Reduce pool of triads Total pool examined and triads selected to reflect
research questions focusing on mentally ill person, self
and psychologist. Ten triads selected.
3 Elicit constructs from pilot
group
Triads presented to pilot group. Ninety bipolar
constructs elicited based on comparison of elements.
4 Cluster common
constructs
Elicited constructs grouped by judges based on
similarity. Most representative construct for each
cluster determined.
5 Select final constructs Most frequently selected representative constructs that
were applicable across the range of elements selected.81
Elements were first arranged into triads by starting with mentally ill person, sick person,
normal person and then rotating each of the elements sequentially until all elements had
been compared to each pair of elements at least once. In the current study organising
elements in this way created a pool of 35 triads (see Appendix B).
This pool of triads was examined and a smaller number of 10 triads selected to reflect the
content of the research questions, which focused on the mentally ill person, the self and the
psychologist. Further, successive presentations of all possible triads are likely to result in
repetition, such that no new constructs will be elicited (Ryle, 1975). Thus, the full list of 35
triads was unnecessary and the smaller list was used to represent the larger pool. These
selected triads can be seen in table 4.2
As an example, table 4.2 shows the comparison of mentally ill person, sick person and
normal person. This triad is important in the current research context as a comparison
between normality and physical and mental functioning is desired. Similarly, the
comparison of self to the other elements has also been selected more frequently. These
triads were chosen in order to highlight the differences and similarities between the selected
elements.
Table 4.2. Selected triad combinations used for eliciting constructs
Triad number Triad combination of Elements
1 Mentally Ill Person Sick Person Normal Person
2 Mentally Ill Person Normal Person Self
3 Mentally Ill Person Self Psychologist
4 Mentally Ill Person Psychologist Psychiatrist
5 Mentally Ill Person Psychiatrist Doctor
6 Sick person Self Doctor
7 Self Psychologist Psychiatrist
8 Self Psychologist Doctor
9 Self Psychiatrist Doctor
10 Psychologist Psychiatrist Doctor
These 10 triads were presented to a pilot group of nine participants who were selected in
order to represent the educational status of the final group of participants. Participants were82
provided with a questionnaire that contained the triads and instructions on how to compare
the three elements to determine which two were similar and which one was different, and to
select the constructs that identified them as similar and different. The instructions included
an example of how to create bipolar constructs, which were based on neutral elements of
unrelated occupations (see Appendix C).
A total of 90 bipolar constructs were elicited from the participants. The constructs often
overlapped, with the common bipolar construct of “needing vs giving” elicited to
distinguish the helping professions from the elements of “mentally ill person” and “sick
person”. The bipolar construct of “impaired functioning” and “normal functioning” was
also frequently mentioned indicating the difference between the elements of “normal
person” and “mentally ill/sick person” (see Appendix D for a full list of elicited constructs).
Following the procedure outlined in the Reynolds and Janzen (1987) study, the constructs
were reduced to eliminate the overlap of meaning.  Each elicited construct was transferred
onto separate cards and four judges independently sorted the cards into groups of similar
constructs. Judges were instructed that constructs could be judged similar where they
seemed to cluster around either simple repetition of the same construct (e.g. weak-strong,
weaker-stronger) or were related in their meaning (e.g. weak-strong, fragile-solid).
Following this, each judge was instructed to examine the pile of cards to select the
construct which best represented all other constructs in that pile.
All representative constructs selected by each judge were compared and the most frequently
selected constructs were compiled to create the repertory grid. In addition to this however,
the constructs were also examined for their relevance to the elements in the grid. One of the
critical considerations in developing a repertory grid is that there is a range of convenience,
such that there is a restricted range of constructs that are applicable to the set of elements
(Fransella & Bannister, 1977). Thus, constructs that were not applicable across the range of
elements were modified for suitability in the grid to preserve the type of constructs
originally elicited by participants. For example, the common bipolar construct "psychology
- medicine" which separated the elements of psychologist, psychiatrist and doctor, was
modified to "concerned with mental health - concerned with physical health". Preserving
the constructs in this way enabled the differences between such professionals to remain a
component of the repertory grid.83
4.3.2.2  Constructs selected from the pilot word association task
An overview of responses from the word association task presented to a pilot group of
participants was also used as a guide for selecting terms to be used as constructs in the
repertory grid. Potential constructs were chosen in conjunction with themes and construct
labels already found in the literature, rather than chosen in isolation.  This was done to
maximise the likelihood that the constructs selected for the repertory grid already had some
meaning within the social framework of the participants.
The most common themes provided by the pilot group in regard to the elements “mentally
ill person” and “sick person” were those of strangeness, dependence, isolation, requiring
help and assistance, and also the propensity for violence, danger, and being unstable. Many
of these were already found in the literature. On the other hand the ‘normal person’ was
sociable, happy, and friendly, but also typical and ordinary. The terms most commonly
associated with the elements of "psychologist", "psychiatrist", and "doctor" surrounded
aspects of intelligence, independence, providing help and assistance.
4.3.2.3  Constructs selected from previous research
The word associations provided by the pilot group were reviewed in conjunction with
previous research to develop constructs that were likely to be relevant to the target groups.
In addition, by basing the constructs on previous research, it was possible to compare the
results from previous studies with the results from the repertory grid procedure, despite the
use of different methodologies. As with the procedure used in eliciting constructs, however,
the constructs were also chosen on the basis of their applicability to each of the elements.
A number of terms from Zani's (1993) study of university students' and health
professionals' representations of the mentally ill were selected. These terms were examples
of words used by participants in their descriptions of each of the target stimuli (“normal
person”, "self" etc). These words were chosen due to their potential transformation into
bipolar constructs (e.g. happy vs sad). Each pole of the bipolar construct was taken from
terms that differentiated the elements or target stimuli used in Zani’s study (e.g. the term
“happy” was used to describe “self” whereas “sad” was used to describe a “sick person”).
In this way, the allocation of rating scores for each element were spread over the construct
range, rather than restricted to one extreme, which is an important aspect in repertory grid
construction (Shaw, 1980). This resulted in the selection of words outlined in Table 4.3.84
Table 4.3. Words selected from Zani’s (1993) study as descriptions of target stimuli.
Number Potential Bipolar Construct
(Target Stimuli)
1 Happy
(Self)
Sad
(Sick person/mentally ill)
2 Original
(Madman)
Banal
(Normal person)
3 Sociable
(Normal person)
Shy
(Mentally ill)
4 Well Balanced
(normal person)
Unpredictable
(Madman)
5 Friendly
(Self)
Aggressive
(Mentally ill)
6 Calm
(Normal person)
Agitated
(Mentally ill)
In order to make the language culturally appropriate, the terminology in the potential
construct of “original-banal” was modified to “original-commonplace”. This ensured that
all the participant groups involved in the study could more easily understand the construct.
A review of other studies also provided potential descriptors used to develop relevant
constructs. These studies showed predominant themes of the mentally ill and mental illness
as being marked by sadness, depression, and distress; disruption to daily life and reduced
capacity (Garcia Silberman, 1998; Morant, 1998); isolation, rejection and loneliness
(Jodelet, 1991; Garcia-Silberman, 1998; Morant, 1998) and being unbalanced (Garcia-
Silberman, 1998).  It was also associated with violence (De Rosa, 1987; Rose, 1998),
danger and threat (De Rosa, 1987; Jodelet, 1991; Rose, 1998); and being different and
strange (De Rosa, 1987; Morant, 1998, Rose, 1998). Some of these terms were also used to
describe a ‘sick person’. These terms were contrasted with descriptors such as intelligent,
tranquil, calm, balanced, sociable, friendly, sincere and ready to help, which were used to
describe the ‘normal person’, the ‘self’ and professionals such as psychologists.
Wherever possible, each anchor of the bipolar construct reflected the descriptors used in
previous research by using the exact terms, or were modified to include the descriptors
provided by pilot participants in the word association task. Again, this was done in an effort
to maintain consistency with the local terminology as a number of words may have been85
translated from other languages. Finally, 17 constructs were selected for the repertory grid
(see Appendix E).
4.3.3. Constructs and elements: pilot study
The selected constructs were configured in a repertory grid and piloted with 14 second-year
psychology students, to determine participants’ reactions to the grid and to examine the
relevance of the constructs more clearly. Participants were asked whether they could see the
construct as a continuum in order to discern whether a rating on a continuum of between 1
and 7 was relevant and appropriate. Participants were also asked to define their own
personal understanding of the labels assigned to each pole of the construct, to determine
whether a shared understanding for each of the constructs was apparent.
For each construct, the majority of individuals replied that the construct could be seen on a
continuum. The descriptions of the personal meaning ascribed to each construct varied
although there was a general consistency in how participants viewed the labels for each
construct. In addition the ratings provided by the pilot group showed that the pattern of
responses generally reflected those already found in previous research with the elements of
the mentally ill and sick person being differentiated from the normal person, the self, and
professionals.
General comments about the process of completing the repertory grid were also provided.
Some participants indicated that the ratings were sometimes difficult to provide, as the
responses would be situation dependent. The questionnaire was thus revised to include
instructions asking participants to give their first initial impression and to make a global,
general rating for each element.
4.4.  Method
4.4.1. Participants
A total of 83 individuals participated in the current study. The majority of these were first-
year students as they represent a larger, more accessible population. Given that the analyses
were predominantly exploratory, the differences in group sizes were expected to have
minimal impact, but were taken into consideration where appropriate. At all levels of
education, most individuals indicated that they had had at least some personal contact with86
someone with a "mental illness". Details regarding individual levels of education are
described below.
The total number of first-year non-psychology students was 26 (65% female). Students
were enrolled in various courses such as information technology based programs (34%) and
education (23%). The group ranged in age from 17 to 47 yrs, with a mean age of 21.54 yrs.
Twenty-eight first-year psychology students participated in the repertory grid task (71%
female).  The mean age of all first-year psychology students was 22.68 yrs, ranging from 17
to 42 yrs. In both first-year groups, the modal age for participants was 18 yrs.
Thirteen fourth-year students (54% female) completed the repertory grid. Participants were
enrolled in either the Bachelor of Psychology (38.5%) or the Bachelor of Arts (Honours) in
psychology. The mean age of the group was 28.46 yrs with a range of 20 to 45 yrs. Several
Bachelor of Psychology students were also enrolled in a practical placement in a clinical
area such as counselling or disabilities. These students may have greater contact with
information and experience relevant to the mental health profession.
Eight students in the Applied Clinical Psychology program participated in the current study
(75% female) and were mainly enrolled in the Masters program (87.5%) rather than the
Doctor of Psychology. Participants were at various stages of their degree but were mainly
in their later stages of enrolment. The mean age in this group was 30.25 yrs and ranged
from 24 yrs to 46 yrs. Most students had had some contact with clients in either training or
a professional capacity.
A total of eight clinical psychologists from Western Australia participated in this task (75%
female) varying in levels of professional experience (mean of 5.2 yrs). Participants also
focused on different areas of mental health including anxiety, depression and psychosis,
and were employed in the public sector. Most participants had graduated from The
University of Western Australia or Murdoch University. The mean age of this group was
38.29 yrs, ranging from 28 yrs to 53yrs.
4.4.2. Materials
The questionnaire package contained instructions, the repertory grid, and general questions
requesting, for example, demographic information. The questionnaire package also87
included an information sheet and covering consent form providing general information
about the study, which was termed "Understandings of health and illness". There was no
specific reference to mental health and mental illness in the consent form, mainly to
minimise influence on participants' responses. An Internet version of the questionnaire
package was designed to appear very similar to the standard copy.
4.4.2.1 Repertory grid task
Instructions were provided to participants at the beginning of the grid task asking them to
rate each element on a scale from 1 to 7, according to which pole of the construct most
closely corresponded to the element. For example, on the construct "happy-sad" (1 = happy
and 7 = sad) participants were asked to rate each element according to whether it was
associated with "happy" or "sad". Further instructions emphasised that they were to
complete the grid by rating each element, providing their initial, overall impression (see
Appendix F).
The elements in the repertory grid (e.g. mentally ill person, sick person) were configured
from left to right in columns. In order to minimise order effects, the elements were
presented in one of six randomly selected orders. The order of words for each arrangement
can be seen in Table 4.4. Participants randomly received the grid in one of these six orders.
The order of constructs (e.g. "happy-sad") was chosen randomly and this order was listed in
the same way on each questionnaire.
Table 4.4.  Presentation order of target word stimuli in repertory grid questionnaires
Order Version
P o s i t i o n 123456
1
st Mentally ill Sick Psychiatrist Doctor Psychol. Yourself
2
nd Sick Psychiatrist Sick Sick Doctor Mentally ill
3
rd Normal Mentally ill Yourself Yourself Mentally ill Psychol.
4
th Yourself Doctor Mentally ill Mentally ill Psychiatrist Doctor
5
th Psychol.
a Psychol. Psychol. Psychiatrist Yourself Normal
6
th Psychiatrist Normal Doctor Normal Normal Psychiatrist
7
th Doctor Psychiatrist Normal Psychol. Sick Sick
a. Psychol. = Psychologist88
4.4.2.2 General Questions
The questionnaire package also included general questions presented at the end of the task
and included questions regarding age, gender, current program of study and year of study.
In addition, participants were asked about their contact with an individual with a mental
illness and their relationship to that person from a given selection (e.g. parent, friend,
workmate). Participants were also asked to describe the extent of the contact and the type of
illness of the individual. Participants were reminded in this section that the information was
strictly confidential, as this has been shown to increase the honesty of responses (Esposito,
Agard & Rosnow, 1984).
The demographic questions varied between groups, as some of the questions would be
irrelevant to particular groups (e.g. year of study would not apply to most clinical
psychologists). As more than one group accessed the Internet version, it included all
relevant questions. Questions were reorganised such that those who were not currently
studying responded to the questions about employment. Questions relevant to those
working as clinical psychologists included which university the participant had graduated
from, previous degrees obtained, and the number of years of professional experience.
Furthermore clinical psychologists were asked to describe the different client groups with
which they have primarily had contact. Postgraduate clinical psychology trainees were also
asked about their placement and work experience in a similar way (see Appendix G for a
copy of the general question forms used).
In all questionnaire packages, a 'checklist' of 36 stimulus words listing mental ‘disorders’
and conditions such as schizophrenia, dementia, and autism was also presented. The
primary purpose of the checklist was to determine which conditions participants "had heard
of" and which they considered to be a mental illness. The data and analysis for the checklist
were presented previously (see Chapter 3).
4.4.3. Procedure
University students at all levels were recruited from their regular classes, including lectures
and tutorials. The questionnaire package for the repertory grid task and the word
association task appeared identical. Both questionnaire packages were distributed during
the same period, such that participants were randomly allocated either a repertory grid
package or a word association package. Participants were informed verbally and/or through89
an information sheet and covering consent form that the questionnaire was related to health
and illness and ensured confidentiality of all information. Informed consent was gained
from all participants. Students were then provided with or were mailed the questionnaire
package containing the repertory grid task and the general questions. Students primarily
completed these questionnaires at home and returned the questionnaire to a collection point
or returned them through the mail. The questionnaire package took approximately 20
minutes to complete.
Participants were also recruited through the Internet, such as through Internet based
discussion boards and lists associated with various program units. As mentioned
previously, clinical psychologists were recruited through an e-mail list to clinical
psychologists employed in the West Australian health department. Participants were
directed to a web-site that presented the information about the study and the consent
information. Participants were required to "click" on a screen "button" labelled "I agree" in
response to the consent form in order to proceed. Participants were then randomly
presented either the word association task or the repertory grid task. Once the participant
submitted the responses, the general questions were presented. The Internet questionnaire
package also took approximately 20 minutes to complete.
4.5.  Analysis and Discussion
The primary aims centered on the social representations of the mentally ill and others, as
well as the similarities and differences in such social representations at different stages of
psychology education and experience. The use of repertory grids was central in the study,
and have not been used previously in this area of research. The current study made use of
"consensus grids" (Beail, 1984), which supply both elements and constructs to participants.
4.5.1. Analysis overview and considerations
4.5.1.1 Consistency and ambivalence in construct ratings
As part of the framework of investigation, the notion of dissensus and ambivalence, as
described by Rose et al. (1995), was considered an important aspect of the current study. As
a result, the data analyses conducted included ascertaining potential variability as well as
consistency.   Beail (1984) has criticised traditional measures of central tendency and90
variation in repertory grid analyses, such as relying on the mean as an index of consensus.
For example, when two groups of scores emerge at the extremes of the poles and the central
mean is indicated as representative of group ratings, the variability in ratings is not taken
into account. This method may mask the inconsistency and ambivalence that can be
essential in defining social representations.
Standard measures of variability, such as the standard deviation, may also be problematic.
Reynolds & Janzen (1987) used a standard deviation of less than or equal to 1.5 in order to
determine which constructs were perceived consistently, but this may have obscured the
underlying variability. In some cases, a small standard deviation can translate into the
frequency of ratings being distributed evenly across four different ratings points, which
may correspond to an equal number of individuals rating the element as closer to, for
example, happy rather than sad. Such an even distribution of ratings may actually be
indicative of inconsistency or difference, rather than agreement. Similarly, both the
standard deviation and the mean are also sensitive to outliers (Diekhoff, 1992), such that
although a large majority of the group may show high agreement at one end of a scale, one
single response at the opposite end of the scale can magnify the standard deviation
substantially.
For these reasons, the repertory grid responses were analysed taking into account both the
consensus and the variability that may occur. Generally, if a majority of ratings are
distributed between the rating scores of 6 and 7, then this could be identified as consistency
or an underlying sameness in social understanding. If the ratings are distributed over many
rating scores, then this could be considered an area in which ambivalence is present, an area
that may lead to debate and differentiation in perspectives. A system of ratings analysis was
therefore created to determine which constructs within the representation may be
considered as providing a basis for agreement, and which of those may be considered
inconsistent or conflictual. This was accomplished by examining the frequency counts of
ratings across each cell of the grid, differentiating between levels of education. A number
of criteria were developed in order to define agreement and ambivalence in grid responses
across constructs. These are outlined below.
Agreement or consistency on a given construct was defined as a majority of ratings
distributed amongst a minority of rating scores. The first criterion was that the highest and91
the second highest frequency counts in rating scores needed to be adjacent to each other
(e.g. "5" and "6", or "2" and "3". Given that the ratings method, by definition, allows
variation in scores such that a small difference more likely reflects similarity rather than
disagreement, this criterion ensured that bimodal allocations to opposite regions of the
ratings continuum would not result in a classification of consistency.
The second criterion was based on the percentage of ratings allocated to the first and second
highest rating frequency. Chi square calculations were used to help define the minimum
percentage of ratings allocated to the rating scores required. A goodness of fit test was
performed for each group, based on the number of participants, in order to establish the
approximate percentage required where rating allocations across the continuum were not
considered equal (alpha level = 0.05). For example, using this procedure, the criterion may
be that (a) the highest frequency count must be at least 30% of the total count and (b) the
two highest frequency counts must sum to a combined total of at least 60%.  Due to the
difference in sample size between the groups this resulted in different criteria for each
group, with stricter criteria for the smaller sized samples. The criteria relevant for each
group can be seen in Table 4.5.
Table 4.5. Criteria for determining consistency in repertory grid responses within levels of
education
Group Criteria 1 Criteria 2 Criteria 3 Other criteria
Non
Psychology
Students and
1
st Year
Psychology
First and second
highest
frequency in
adjacent rating
scores
Highest
frequency:
minimum of 30%
Two highest
frequencies:
minimum of 60%
4
th Year
Psychology
First and second
highest
frequency in
adjacent rating
scores
Highest
frequency:
minimum of 35%
Two highest
frequencies:
minimum of 69%
Masters
program and
Clinical
Psychologists
First and second
highest
frequency in
adjacent rating
scores
Highest
frequency:
minimum of 50%
Two highest
frequencies:
minimum of 75%
If highest
frequency is 50%,
ratings must be
constrained to 3
rating scores.92
Similarly, disagreement or ambivalence on a given construct was defined as a minority of
ratings distributed amongst different points on the rating continuum, or, alternatively, a
bipolar fracture of the majority of ratings (e.g. many rate close to "happy", but many also
rate close to "sad"; see Table 4.6). Criteria were developed in a similar way as for assessing
agreement. The first criterion was based on the distribution pattern of ratings. Specifically,
all ratings must be distributed across a minimum of four or five rating points (depending on
sample size), indicating a general ambivalence in associating a particular area of the rating
continuum with a given construct. Alternatively, bimodal allocations to different regions of
the ratings continuum (e.g. "2" and "5", or "4" and "7") could also indicate underlying
group fracture in social understanding and were classified as inconsistency.
Table 4.6. Criteria for determining inconsistency in repertory grid responses within levels
of education
Group Criteria 1 Criteria 2 Criteria 3 Other criteria
Non
Psychology
Students
Scores
distributed on
minimum of 5
scores, or
bipolar split.
Highest
frequency:
maximum of
27%.
Two highest
consecutive
frequencies:
maximum 48%
If distributed over
only 5 rating
scores, difference
in counts must be
< 10%
1
st Year
Psychology
Scores
distributed on
minimum of 5
scores, or
bipolar split.
Highest
frequency:
maximum of
25%.
Two highest
consecutive
frequencies:
maximum 47%
If distributed over
only 5 rating
scores, difference
in counts must be
< 10%
4
th Year
Psychology
Scores
distributed on
minimum of 4
scores, or
bipolar split.
Highest
frequency:
maximum of 31%
Two highest
frequencies:
minimum of 55%
If distributed over
only 4 rating
scores, difference
in counts must be
< 10%
Masters
program and
Clinical
Psychologists
Scores
distributed on
minimum of 4
scores, or
bipolar split.
Highest
frequency:
maximum of 38%
Two highest
frequencies:
minimum of 63%
As with the system of determining agreement, the second criterion for determining
inconsistency was based on the percentage of ratings allocated to the two or three highest93
rating frequencies. Again, chi square calculations were used, this time to help define the
maximum percentage of rating frequencies allocated to rating scores. This helped to
establish the approximate percentage required where rating allocations across the
continuum were considered equal. However, the main aim in developing criteria was to
determine when ratings were distributed relatively equally across a wide range of rating
scores. Thus, if scores were distributed across 5 ratings scores, but there was a count of 2 or
less difference between the highest and lowest counts, then this would be considered
relatively equal.
4.5.1.2 Difference and sameness of element ratings
In order to investigate more closely the patterns of ratings in regard to elements, a number
of individual grids were selected from the sample and responses assessed using the FOCUS
clustering procedure. Generally, the FOCUS procedure is based on a cluster analysis that
involves grouping similar ratings within the grid matrix so that the difference between
ratings in adjacent columns and rows is minimised (Shaw, 1980). The FOCUS procedure is
particularly advantageous, as it has been designed specifically for the analysis of repertory
grid data. The procedure exemplifies the pattern of responses across constructs and
elements, highlighting sameness and difference in analyses of the grid as a whole, rather
than separating constructs or elements. The "match" in the patterns of ratings between
elements in the grid can be computed, calculating the relative similarity and dissimilarity
between elements. These patterns can be displayed in a cluster pattern or tree diagram
commonly associated with cluster analysis (see Shaw, 1980). The FOCUS procedure is
useful in the current study as it considers the elements, such as the mentally ill person and
the self, within a network of elements and, in particular, can exemplify relative sameness
and difference between elements in a representation. This pattern of understanding may be
shared amongst group members and can therefore highlight where the bases for social
representations exist.
The analysis of grid data using FOCUS clustering is available on the Internet through the
World Wide Web (Gaines & Shaw, 2001). All analyses using this procedure were
conducted via the website. As the analyses and interpretation of repertory grids using the
procedure is quite intensive, there is no means by which all participants' grids could be
compared whilst still adequately taking into account the individual data. Thus, in order to94
explore variations in how the representations were expressed, a smaller sample of
individuals was selected. Three individuals representing no contact, some contact, and high
contact with individuals with a mental illness were selected from each level of psychology
education. A total of 15 individual repertory grids were analysed using the FOCUS
clustering procedure in this way. The selection of individuals from the wider participant
group was generally random, although it was also ensured that gender and age ranges were
distributed throughout each level.
4.5.2. Representations of the mentally ill person and others
Social representations of the mentally ill and others were determined by assessing the
ratings made by individuals across the range of constructs. Those constructs that were rated
similarly across participants were considered to form a consistent aspect of the social
representation of each element. Ambivalence and inconsistency in ratings across
participants were also considered in relation to diverging aspects of the representation.
In addition to discussing constructs that were representative of the mentally ill and others,
the similarities and differences between the elements were also assessed. This was
determined by assessing the FOCUS clustering analysis, and the resulting element matches,
to identify those elements that visually clustered together, as well as those elements that
had a high percentage matching. It should be noted that, in both sets of procedures, it is the
pattern of responding that is compared between levels. The current data and analyses of
procedures are not amenable to directly comparing specific figures between groups.
4.5.2.1 Representations of elements: similarity and consistency in ratings
Following the criteria previously described (see section 4.5.1.1), several constructs were
rated in a similar way by the different groups. The following discussion will address the
responses from each group concerning each of the elements. Where constructs are named,
they are used in reference to the proximal pole in which the two highest frequencies fall.
Tables 4.7 through to 4.14 present the constructs rated similarly for each element with
percentage frequencies and mean. Note that although the mean is not emphasised in the
current results, it can provide an indication of the distribution of other responses.95
Generally, across all groups, the mentally ill person was associated with constructs that
were broadly based around functioning and emotionality (see table 4.7). In particular a
disruption to functioning which requires attention was emphasised (impaired functioning,
dependent, needs assistance, receives help). To a lesser extent, instability and a sense of
distress were consistent themes (unstable, sad, agitated). These findings mirror those
identified in Morant's (1998) study, that disruption and distress are characteristic of
representations of the mentally ill. The notion of instability or being "unbalanced" has also
been previously identified (Garcia-Silberman, 1998). Further, it is particularly clear that the
constructs listed are rated consistently towards what would be considered the "negative
pole".
First-year students both in psychology and other programs were somewhat similar in their
ratings of the mentally ill person. They were particularly consistent in ratings about
functioning and assistance with at least half the group allocating the most extreme rating.
The mentally ill were also rated as unstable, as well as isolated, drawing attention to
sociality as a factor in defining the mentally ill. However, unlike any other group, non-
psychology first-year students rated the mentally ill as "strange". This was also the case in
Zani's (1993) study, where non-psychology students overtly emphasised the notion of
difference, frequently presenting the label of "strange" as a descriptor. In comparison first-
year psychology students consistently cited "sad" as a descriptor. Perhaps those who have
enrolled in psychology differ from non-psychology students in their desire "to help people".
Thus, it may be expected that they are less likely to characterise those with psychological
difficulties as negatively different and more likely to place mental illness in the context of
something that engenders empathy. Similarly, data from the disorders checklist (see section
3.3.2) highlighted that non-psychology students may classify as a mental illness those
disorders that may be associated with behaviour that noticeably deviates from social norms
(e.g. OCD, autism). Further, first-year psychology students added an emphasis on
classifying depression as a mental illness. This focus on the sadness associated with the
mentally ill may again be associated with their desire to alleviate this distress, as part of
their chosen profession.
Fourth-year students also consistently rated the mentally ill around the concepts of
functioning and assistance, as well as instability as opposed to well balanced. Masters96
students and clinical psychologists continue to emphasise the notion of assistance, and
again the rating of the mentally ill as sad is prominent. Perhaps this continuous emphasis on
the distress of the mentally ill and their need for assistance provides a context that
establishes the value of the psychologist in training. In fact, for clinical psychologists,
ratings of the mentally ill requiring assistance were in the two most extreme scores.
Table 4.7.  Percentage frequencies and means of similarly rated constructs about the
"mentally ill person"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Needs Assistance 62% (1) 19% (2) 2.00
Non- Receives help 58% (7) 30% (6) 6.31
Psychology Impaired functioning 54% (1) 23% (2) 1.88
Students Isolated 50% (7) 31% (6) 6.08
Unstable 50% (1) 31% (2) 1.92
Dependent 50% (1) 31% (2) 1.85
Strange 50% (1) 15% (2) 2.42
Agitated 34% (7) 31% (6) 5.58
First-year Needs Assistance 61% (1) 18% (2) 1.89
Psychology Unstable 57% (1) 21% (2) 1.79
Students Impaired functioning 50% (1) 39% (2) 1.82
Receives help 50% (7) 32% (6) 6.29
Isolated 50% (7) 32% (6) 5.57
Sad 43% (7) 18% (6) 5.68
Dependent 43% (1) 18% (2) 2.5
Fourth-year Unstable 54% (2) 23% (3) 2.23
Psychology Impaired functioning 39% (2) 31% (1) 2.69
Students Receives help 39% (7) 31% (6) 5.77
Dependent 39% (3) 31% (2) 2.6
Intelligent 62% (3) 31% (4) 3.15
Violent 46% (4) 31% (3) 3.69
Masters Needs assistance 63% (2) 12% (3) 3.00
Students Sensitive 63% (3) 12% (2) 3.50
Sad 50% (5) 38% (6) 5.25
Isolated 50% (6) 38% (5) 5.13
Dependent 50% (3) 38% (2) 2.75
Agitated 50% (5) 38% (4) 4.75
Aggressive 75% (4) 25% (3) 3.75
Clinical Agitated 75% (6) 12% (5) 5.50
Psychologists Sad 63% (6) 25% (7) 6.13
Needs assistance 50% (1) 50% (2) 1.50
Impaired functioning 50% (2) 25% (1, 3) 2.00
Receives help 50% (5) 38% (6) 5.63
Dangerous 63% (3) 25% (4) 3.6397
There were also some interesting findings regarding the later stages of psychology training
and experience. Unlike the earlier stages of university education, the consistency in ratings
was not always at the extreme ends of the scale. Fourth-year students and Masters students
seemed more conservative in their ratings, using the middle range of the scale more
frequently than other groups. Perhaps after more education they are more cautious of
"labelling" or categorising the "mentally ill" with such descriptions. As in the results from
the mental disorders checklist, in which these students showed greater reluctance in
identifying particular disorders as a mental illness, greater knowledge may be qualified by
the acknowledgment of less experience.  In comparison, the clinical psychologists may
deviate from this reserved stance, as professional experience guides their understanding of
the mentally ill and they feel more comfortable in making firmer statements concerning
their need for assistance.
Another unexpected finding in the later stages of the psychology degree is the emergence of
some consistency in ratings of more stereotypical constructs such as violent-tranquil,
aggressive-friendly, and safe-dangerous. However, unlike other constructs, these were
consistently rated in the center of the continuum, where either the highest or second highest
frequency of rating was "4". This could mean that the mentally ill are viewed as average on
ratings of these constructs. However, the ratings lean towards the negative pole, such that
the mentally ill are not seen as safe, tranquil or friendly, even though they may not be
clearly rated at the extremes as violent, aggressive, or dangerous. In a sense, the shared
position is that they do not, or should not, hold a clear position.
Many of the findings here reflect those found in previous research by Zani (1993), Morant
(1998) and Garcia-Silberman (1998). In particular, the mentally ill person was defined by
notions of assistance and impaired functioning, as well as distress in the early and later
stages of psychology education and experience. This may reflect issues related to the
socialisation of the psychologist in training, in that helping people in distress is a salient
priority for the profession.
Constructs rated consistently about the "sick person" overlapped with those for the mentally
ill person. As with characteristics assigned to the mentally ill, there is a focus on the notion
of assistance (needs assistance, receives help, dependent). There was also a common rating98
of the mentally ill as "sad" (see Table 4.8). It is interesting to note, however, that "impaired
functioning", was not as consistently used to define the sick person.
Table 4.8.  Percentage frequencies and means of similarly rated constructs about the "sick
person"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Sad 50% (7) 15% (6) 5.92
Non- Receives help 46% (7) 31% (6) 6.19
Psychology Needs Assistance 42% (1) 31% (2) 2.38
Isolated 38.5% (6) 23% (5) 5.46
First-year Concerned with physical 54% (1) 21% (2) 1.89
Psychology Receives help 43% (7) 29% (6) 5.89
Students Dependent 43% (2) 18% (1) 2.61
Sad 39% (6) 29% (5) 5.61
Needs Assistance 39% (1) 36% (2) 2.21
Helpless 39% (6) 29% (5) 5.11
Intelligent 32% (3) 29% (2) 3.00
Tranquil 32% (4) 29% (5) 4.79
Fourth- year Concerned with physical 61% (1) 15% (2) 2.00
Psychology Needs Assistance 54% (1) 23% (2) 1.69
Students Sad 53% (6) 31% (5) 5.62
Isolated 46% (5) 39 % (6) 5.38
Receives help 47% (7) 23% (6) 6.08
Dependent 46% (2) 23% (1, 3) 2.62
Intelligent 46% (4) 39% (3) 3.46
Safe 39% (4) 31% (5) 4.38
Typical 39% (5) 31% (4) 4.23
Masters Needs Assistance 63% (2) 25% (3) 2.13
Students Sad 50% (5) 37% (6) 5.63
Dependent 62% (3) 12 (2, 4) 3.00
Aggressive 63% (4) 25% (3) 4.00
Intelligent-Stupid 75% (4) 12.5% (3, 5) 4.13
Unstable 50% (4) 38% (3) 4.63
Clinical Receives help 50% (5) 38% (6) 5.25
Psychologists Needs Assistance 50% (2) 38% (3) 2.25
Unstable 63% (4) 25% (3) 4.00
Aggressive 50% (4) 38% (3) 3.25
Tranquil 88% (4) 12% (5) 4.13
The theme of requiring assistance provides a common understanding about the "sick
person" across, as well as within, groups. However, for all first-year and fourth-year
students, less consistency was shown than in ratings for the mentally ill, either in the99
frequency of ratings at extreme poles of the scale or in the number of constructs rated
consistently. For Masters students and clinical psychologists, the constructs rated
consistently were dominated by middle score ratings. However, the consistent agreement is
that the sick person is not friendly nor well balanced, even though they are not
characterised as excessively aggressive or unstable. As in ratings by Masters students about
the mentally ill, in the later stages of education frequent ratings were not allocated to the
extreme poles.
Ratings for the normal person varied between groups, with ratings for normal functioning
being most consistently rated across groups (see table 4.9). This is to be expected given that
the word "normal" is common to both labels, but also contrasts the functioning of the
mentally ill person with the normal person. It is interesting that, except for the first-year
psychology students, the consistency in construct ratings is often due to a consistency in
central score ratings. However, as compared to those constructs noted in the ratings of the
mentally ill person and the sick person, the middle ratings for the normal person can be
differentiated in two ways. First, the ratings trend toward the positive pole, for example
with the second highest rating as friendly, rather than aggressive. Second, the constructs
tend to represent more socially desirable personality characteristics such as "provides help",
and "sensitive" as well as being frequently allocated middle scores on the construct
"concerned with physical health- mental health". Thus, there is consistency in the normal
person not being rated as insensitive, receiving help, and concerned with mental health.
As well as normal functioning, the non-psychology student also sees the normal person as
typical. In this sense, they may be contrasting the strangeness of the mentally ill person
with the typicality of the normal person. There are relatively few consistencies with these
first-year students. The first-year psychology students, on the contrary, seem to have a
shared understanding of the normal person composed of many characteristics, although
again there is less allocation to extreme ratings. The normal person was viewed as sociable,
friendly, happy, calm, and well balanced, as well as intelligent, sensitive, helping, and safe.100
Table 4.9. Percentage frequencies and means of similarly rated constructs about the
"normal person"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Normal functioning 62% (7) 15% (6) 6.08
Non- Typical 50% (7) 19% (6) 5.73
Psychology Concerned with physical 50% (3) 19% (4) 3.04
Students Provides help 42% (3) 31% (4) 3.65
Sociable 50% (2) 29% (3) 2.29
First-year Normal functioning 50% (7) 25% (6) 6.11
Psychology Sensitive 46% (3) 21% (2) 2.96
Students Happy 43% (2) 36% (3) 2.61
Calm 39% (3) 21% (2) 2.89
Well balanced 36% (6) 25% (5, 7) 5.71
Friendly 36% (5) 32% (6) 5.64
Helping 32% (2) 32% (3) 2.54
Safe 32% (7) 28 % (6) 5.68
Intelligent 36% (3) 39% (2) 2.82
Provides help 46% (3) 32% (4) 3.14
Concerned with physical 46% (4) 21% (3) 3.89
Fourth-year Normal functioning 54% (7) 31% (6) 6.31
Psychology Sociable 46% (2) 39% (3) 2.46
Students Provides help 54% (3) 31% (4) 3.77
Sensitive 69% (4) 15% (3) 3.77
Concerned with physical 46% (4) 23% (3) 3.11
Intelligent 46% (4) 31% (3) 3.46
Masters Friendly 75% (5) 12.5% (6) 5.00
Students Normal functioning 63% (6) 25% (7) 6.13
Sociable 62% (2) 34% (3) 2.38
Concerned with physical 63% (4) 25% (3) 3.87
Sensitive 63% (4) 25% (3) 3.50
Intelligent 63% (4) 25% (3) 4.00
Clinical Well balanced 75% (5) 12.5 (4, 6) 5.00
Psychologists Happy 50% (2) 25% (3) 2.75
Concerned with physical 75% (3) 25% (4) 3.25
Provides help 50% (3) 50% (4) 3.50
Friendly 50% (4) 38% (5) 4.63
Helping 50% (4) 38 % (3) 3.38
Typical 50% (4) 38% (5) 5.13
First-year psychology students attributed a number of positive characteristics to the normal
person, in comparison to the mentally ill person who is sad, isolated and unstable, and the
sick person who is sad and helpless. Perhaps for beginning psychology students, what is
'normal', particularly in regard to emotionality and sociality, is salient. The normal person
may correspond to the "ideal person" or standard that they believe the profession of
psychology is set to achieve in those that it tries to help.101
The fourth-year students, like the first-year psychology students, also rate the normal
person as sociable, as do the Masters students, who in addition rate the normal person as
friendly. For these two groups, sociability is a notable characteristic of the normal person.
The clinical psychologists in this sample do not tend to consistently represent the normal
person towards the poles of the continuum. The closest allocation of ratings to the extreme
of a pole is the characteristic of happy, in contrast to their defining the mentally ill as sad.
In general, then, except for the first-year psychology student, the representation of the
"normal person" is predominantly characterised as average or in between bipolar
descriptors. Shared descriptors of the normal person can be seen to generally contrast with
those attributes consistently rated for the mentally ill and the sick. In a similar way, Zani
(1993) found such contrasts, as did Garcia-Silberman (1998) who contrasted mental illness
and mental health. For the developing psychologist, the salient factors that define the
normal person seem to be those of emotional and social functioning (e.g. happy/not sad,
well balanced/not unstable, and sociable/not isolated), areas that are frequently targeted in
interventions and therapy.
In comparison to ratings of the "normal person" constructs rated consistently for "self" had
fewer ratings allocated to the centre rating of the continuum (see table 4.10). Furthermore,
there were few constructs, such as safe and friendly, which were common across groups.
However, the ratings were allocated to what may be considered the "positive" end of the
bipolar constructs. In a similar way, Zani (1993) also found that participants described
themselves with mainly positive, personality style characteristics.
First-year students not enrolled in psychology rated themselves consistently as normal
functioning, as was the case with ratings of the "normal person", as well as safe, friendly
and sociable, helping and happy. First-year psychology students consistently rated
themselves with substantial overlap in constructs defining the normal person: normal
functioning, safe, sociable and friendly, well balanced, intelligent, and calm, as well as
rating themselves as tranquil. First-year students then, seem to consistently represent
themselves as having socially desirable characteristics.102
Table 4.10. Percentage frequencies and means of similarly rated constructs about
"yourself"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Normal functioning 54% (7) 23% (6) 2.69
Non- Safe 50% (7) 19% (6) 5.81
Psychology Friendly 46% (6) 30% (7) 5.69
Students Helping 38.5% (2) 31% (3) 2.69
Happy 38% (2) 23% (1, 3) 2.50
Sociable 31% (2) 31% (3) 2.62
Provides help 38% (3) 23% (4) 3.27
Concerned with physical 46% (4) 31% (3) 3.27
First-year Safe 57% (7) 32% (6) 6.36
Psychology Normal functioning 50% (7) 29% (6) 6.14
Friendly 43% (6) 33% (7) 5.86
Calm 43% (2) 25% (3) 2.93
Intelligent 43% (2) 25% (3) 2.50
Well balanced 39% (6) 29% (5) 5.43
Helping 36% (2) 25% (3) 2.46
Tranquil 36% (7) 25% (6) 5.75
Sociable 32% (2) 32% (3) 2.54
Fourth-year Normal functioning 54% (7) 31% (6) 6.23
Psychology Helping 54% (2) 31% (1) 1.85
Tranquil 54% (6) 31% (5) 5.85
Safe 46% (7) 38% (6) 6.31
Sensitive 46% (2) 31% (1) 1.92
Friendly 39% (6) 31% (7) 5.54
Independent 38.5 (7) 38.5 (6) 5.62
Intelligent 38% (1) 31% (2, 3) 1.92
Masters Happy 75% (2) 25% (1) 1.75
Safe 75% (7) 12.5% (6) 6.38
Sensitive 62% (2) 38% (3) 2.38
Sociable 50% (2) 25% (1, 3) 2.00
Tranquil 50% (6) 25% (5,7) 6.00
Concerned with physical 63% (4) 25% (3) 4.00
Clinical Friendly 63% (6) 25% (5) 5.50
Psychologists Provides help 63% (2) 25% (3) 2.50
Safe 62% (6) 38% (7) 6.38
Helping 75% (2) 12% (3) 2.38
Fourth-year students and Masters students also present themselves with socially desirable
characteristics similar to those for the normal person, such as being friendly and sociable.
However, beyond this, there is a consistency in ratings of helping, sensitivity,
independence, intelligence, and tranquillity. In this way, these students represent the self
with more positive characteristics than is identified for the normal person. Clinical103
psychologists rate closer to the poles of the constructs when rating themselves and, unlike
the other groups, show this consistency in ratings of the construct providing help. For this
group, providing help, as opposed to receiving help, may be a salient characteristic of their
professional experience, which has become internalised as part of their own identity.
Ratings for the "psychologist" showed a number of consistently rated constructs, some of
which were clearly agreed upon by the majority of participants in each group, with more
frequent ratings being allocated to the positive extremes of the scale (see table 4.11).
Furthermore, there were very few frequent ratings allocated to the centre of the scale.
In particular, across the groups, the core features of the representation centred around
functioning and assistance, as was the case with the representations of the mentally ill.
However, the "psychologist", in contrast to the "mentally ill", was represented as having
normal functioning, providing help, and for most groups, helping and independent.
Furthermore, in contrast to some of the constructs identifying the mentally ill as distressed
the psychologist was often rated consistently as calm, tranquil and safe.
These characteristics may be considered associated with the profession and the role of
psychology, where "therapy" may be expected to include an environment marked by those
characteristics. In addition to this, the ratings of happy, friendly, sociable, sensitive and
intelligent provided an indication that the underlying themes in the social representation of
the psychologist are those of positive functioning and positive emotion.
There were few clear differences between the groups. As with constructs defined for the
"self", ratings for the psychologist were generally positive. This may indicate that a
favourable social representation, which begins outside of the context of socialisation into
the profession, continues throughout relevant education and experience. The continuity of a
largely positive representation is to be expected. If the social representation of the
psychologist is one that is characterised by positive functioning and positive emotion, it
may appeal to a number of people, and particularly those who choose to apply for
admission to the program. From that point onward, it would seem beneficial for such a
group to maintain this representation in this way, given it is their chosen profession. In this
way, social identity processes are an integral component of the development of social
representations (see Brewer, 2001).104
Table 4.11. Percentage frequencies and means of similarly rated constructs about the
"psychologist"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Normal functioning 61% (7) 15% (6) 6.15
Non- Concerned with mental 50% (7) 19% (6) 5.88
Psychology Independent 42% (7) 27% (6) 5.46
Students Tranquil 42% (6) 31% (7) 5.65
Provides help 42% (1) 31% (2) 2.00
Helping 42% (1) 31% (2) 2.04
Intelligent 39% (1) 31% (2) 2.15
Calm 38% (1) 32% (2) 2.23
Happy 38.5% (3) 27% (4) 3.35
Sociable 31% (3) 31% (4) 3.81
First-year Provides help 75% (1) 14% (2) 1.46
Psychology Helping 64% (1) 18% (2) 1.68
Students Well balanced 57% (6) 18% (5) 5.43
Intelligent 54% (1) 36% (2) 1.64
Sensitive 50% (1) 25% (2) 2.04
Independent 46% (7) 18% (6) 5.46
Safe 46% (6) 40% (7) 6.14
Concerned with mental 43% (7) 21% (6) 5.71
Normal functioning 43% (7) 36% (6) 6.11
Tranquil 43% (6) 36% (7) 5.96
Calm 43% (2) 32% (1) 2.07
Happy 32% (2) 29% (3) 3.39
Fourth-year Provides help 69% (1) 8% (2) 1.54
Psychology Normal functioning 61% (7) 15% (6) 6.38
Students Concerned with mental 54% (7) 15% (6) 6.08
Helping 46% (1) 39% (2) 1.85
Tranquil 46% (6) 31% (5) 5.69
Intelligent 39% (1) 31% (2) 2.15
Safe 39% (7) 31% (6) 5.77
Sociable 38% (4) 38% (3) 3.00
Masters Normal functioning 62% (6) 38% (7) 6.38
Students Tranquil 62% (6) 25% (7) 6.13
Calm 62% (2) 25% (1) 1.88
Happy 50% (3) 38% (2) 2.75
Provides help 50% (2) 38% (1) 2.13
Sociable 50% (2) 38% (3) 2.25
Safe 50% (6) 38% (7) 6.00
Sensitive 50% (2) 38% (3) 2.25
Independent 50% (6) 25% (5,7) 6.00
Clinical Provides help 88% (2) 12% (3) 2.13
Psychologists Independent 75% (6) 12.5% (5, 7) 5.63
Sensitive 75% (2) 25% (3) 2.25
Safe 75% (6) 25% (5) 5.75
Sociable 50% (3) 38% (2) 2.38
Normal functioning 50% (6) 25% (5,7) 6.00
Helping 75% (2) 12% (3) 2.38
Calm 75% (2) 12% (3) 2.38
Intelligent 62% (2) 12% (3) 2.71
Well balanced 62% (5) 25% (4) 5.00
Strange 75% (4) 12.5% (3) 4.13105
Much like De Paolis' (1990) prototype of the psychologist and the "ideal psychologist", the
current group focused on personal characteristics, or a "way of being" (e.g. sensitive,
sociable) as well as professional role attributes, or a "way of doing" (e.g. provides help,
helping). It is noteworthy that several of these personal characteristics that can be identified
as ways of being are important in the way of doing professional work (e.g. calm, tranquil,
safe). Perhaps the nature of the person is inherent to the nature of the task when considering
the psychologist, implying that there are particular types of people who can do the job well.
This would be a particularly interesting avenue for future research.
In a similar manner to ratings of the "psychologist", ratings of the "psychiatrist" evidenced
consistent themes surrounding assistance and functioning (e.g. provides help, helping,
independent, normal functioning (see table 4.12). The psychiatrist, like the psychologist,
was also commonly seen as safe, calm and tranquil, as well as intelligent. Again, such
constructs seem to compliment the representation of the mentally ill, such that the
psychiatrist is seen to help those who need to be helped.
First-year psychology students again provide a wide range of consistently rated constructs.
In addition to the above-mentioned constructs, the psychiatrist is also viewed as well
balanced, sensitive, and sociable, again showing some similarities with the positive
characteristics rated for the psychologist. In regard to differences between groups, however,
it is evident that whereas Masters students and clinical psychologists create a banquet of
positive characteristics underlying their representation of the psychologist the same is not
forthcoming for the psychiatrist. Although they do not rate the psychiatrist negatively, there
appears to be a less clearly shared understanding of the psychiatrist as a positive figure. In a
community where the resources of mental health services are finite, Masters students and
clinical psychologists may maintain a much more readily identifiable representation of their
own profession than one with whom they may need to compete.106
Table 4.12. Percentage frequencies and means of similarly rated constructs about the
"psychiatrist"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Normal functioning 54% (7) 20% (6) 5.92
Non- Independent 54% (7) 15% (6) 5.58
Psychology Helping 46% (1) 23% (2) 2.12
Students Intelligent 46% (1) 30% (2) 2.15
Calm 42% (1) 27% (2) 2.27
Provides Help 42% (1) 31% (2) 2.08
Happy 35% (4) 30% (3) 3.73
First-year Provides Help 75% (1) 7% (2) 1.54
Psychology Intelligent 61% (1) 25% (2) 1.71
Students Helping 54% (1) 25% (2) 1.86
Safe 50% (6) 32% (7) 5.96
Well balanced 46% (6) 21% (5) 5.29
Independent 43% (7) 18% (6) 5.43
Calm 43% (2) 29% (1) 2.25
Sensitive 32% (1) 32% (2) 2.36
Normal functioning 39% (7) 28% (6) 5.82
Tranquil 36% (6) 29% (7) 5.68
Happy 36% (4) 29% (3) 3.79
Sociable 35% (3) 25% (2) 3.43
Fourth-year Provides Help 62% (1) 15% (2) 1.62
Psychology Intelligent 62% (1) 23% (2) 1.69
Students Normal functioning 62% (7) 15% (6) 6.31
Concerned with mental 54% (7) 15% (6) 5.85
Helping 46% (1) 39% (2) 1.85
Independent 39% (7) 31% (6) 5.85
Tranquil 38% (5) 38% (6) 5.62
Masters Safe 62% (6) 12% (5,7) 5.50
Students Intelligent 50% (1) 38% (2) 2.00
Independent 50% (7) 255% (6) 6.00
Happy 50% (3) 38% (4) 3.25
Clinical Provides Help 88% (1) 12% (2) 2.13
Psychologists Safe 62% (6) 25% (5) 5.50
Calm 62% (2) 25% (3) 2.50
Helping 50% (2) 38% (3) 2.63
Original 50% (4) 25% (3) 3.25
In a similar pattern of construct ratings for the psychologist, "doctor" was mostly rated
positively, with ratings towards the extreme poles (see Table 4.13). Again, as with the
psychologist and the psychiatrist, consistent constructs were based on positive forms of
functioning and assistance (normal functioning, independent, provides help, helping). Other
role attributes included the constructs of safe, calm, and tranquil often being rated
consistently, as was the case with representations of the psychologist and the psychiatrist.107
Table 4.13. Percentage frequencies and means of similarly rated constructs about the
"doctor"
Percentage Frequency
Group Construct pole Highest %
(rating score)
2
nd highest %
(rating score)
Mean
First-year Intelligent 70% (1) 12% (2) 1.77
Non- Helping 69% (1) 12% (2) 1.85
Psychology Normal functioning 69% (7) 15% (6) 6.31
Students Provides Help 57% (1) 28% (2) 1.73
Independent 46% (7) 15% (6) 5.46
Tranquil 42% (7) 23% (6) 5.58
Friendly 38% (6) 23% (7) 5.46
Safe 38% (7) 23% (6) 5.38
Doesn't need assistance 38% (7) 30% (6) 5.42
Calm 35% (1) 31% (2) 2.31
Typical 35% (7) 31% (6) 5.35
Happy 31% (3) 31% (4) 3.23
First-year Provides Help 79% (1) 7% (2) 1.46
Psychology Intelligent 79% (1) 14% (2) 1.39
Students Helping 68% (1) 14% (2,3) 1.64
Happy 50% (4) 28% (3) 3.64
Independent 50% (7) 25% (6) 5.75
Normal functioning 46% (7) 32% (6) 6.14
Safe 43% (7) 43% (6) 6.18
Tranquil 39% (7) 32% (6) 5.93
Well balanced 39% (6) 29% (5) 5.54
Sociable 36% (2) 36% (3) 2.54
Calm 36% (2) 29% (1) 2.36
Fourth-year Normal functioning 78% (7) 7.7% (6) 6.54
Psychology Intelligent 62% (1) 23% (2) 1.54
Students Helping 62% (1) 38% (2) 1.38
Provides Help 61% (1) 23% (2) 1.54
Independent 54% (6) 23% (7) 5.85
Concerned with physical 46% (1) 31% (2) 2.23
Safe 46% (7) 31% (6) 6.08
Calm 39% (2) 31% (1) 2.77
Tranquil 38% (6) 38% (5) 5.62
Masters Normal functioning 50% (6) 38% (7) 6.25
Students Concerned with physical 50% (2) 25% (1,3) 2.00
Helping 62% (1) 12% (2,3) 1.88
Doesn't need assistance 62% (6) 25% (7) 5.88
Independent 50% (6) 25% (5,7) 6.00
Clinical Provides Help 88% (1) 12% (2) 2.13
Psychologists Safe 62% (6) 38% (5) 5.63
Calm 62% (2) 25% (3) 2.50
Helping 62% (1) 12% (2) 2.63
Independent 62% (6) 12% (7, 5) 5.75
Concerned with physical 50% (3) 38% (4) 3.25
Tranquil 50% (6) 25% (5, 4) 5.25
Original 62% (4) 38% (3) 3.63108
Furthermore, there was little difference between groups in the consistently rated constructs.
It is interesting, however, that Masters students and clinical psychologists clearly rate more
constructs consistently in response to the "doctor", than in their ratings of the "psychiatrist".
Although this may seem unusual given the role that doctors may often have in the mental
health service, a distinction can be suggested through the presence of a consistency in
ratings of the construct concerned with physical health. Perhaps the shared understanding
of the doctor in a more positive light is bound to the doctor's concern with physical health,
and so they are less of a threat to the mental health psychologist.
4.5.2.2 Representations of elements: dissimilarity and ambivalence in ratings
Dissimilarity in ratings was determined using the criteria specified in Table 4.6. Generally,
the aim was to explore constructs in each group that clearly contained inconsistency in the
ratings, through either an equal distribution of ratings across scores, or the emergence of
two groups with ratings in different areas of the continuum. In all cases, the constructs were
selected based on ratings trending towards opposing poles.
Dissimilarity in construct ratings of the mentally ill was particularly evident in first-year
students not enrolled in psychology. For this group two subgroups seemed to emerge in
relation to representations of the mentally ill as sad and dangerous. For both constructs, the
ratings for one group were distributed towards the negative extreme score (sad, dangerous),
whereas the other group allocated ratings towards the middle of the scale. There was also
an even distribution, across the range of scores, for the mentally ill as sensitive - insensitive
and intelligent - stupid. These constructs seem to highlight different understandings of the
mentally ill, perhaps ones that are changing amongst the general community.
In a similar way, first-year psychology students allocated ratings evenly across the range of
scores for safe - dangerous, as did the fourth-year student and Masters students. Fourth-
year students also differed on the constructs of happy-sad and helping-helpless, although
ratings were mainly toward the negative poles, as well as original-commonplace. Masters
students inconsistently rated the construct of concerned with physical or mental health.
Like the fourth-year students, clinical psychologists provided different ratings of the
mentally ill as original or commonplace, as well as sensitive or insensitive and typical or
strange.  Perhaps, for the clinical psychologist, dealing with individuals with mental health109
difficulties on a day-to-day basis may lead some to rate them as closer to typical and
commonplace than may be the case with less experienced groups. The other constructs may
represent aspects of the representational field that are salient but ambivalent. In particular,
the notion of the mentally ill as safe or dangerous seems to present inconsistency amongst
psychology students who varied ratings across both ends of the continuum. Do they
subscribe to the stereotypical notion of the mentally ill as dangerous, or do they - and
perhaps, they believe the profession - lead by example and see the mentally ill as safe?
Whatever the reason, the contrast of safe or dangerous seems to represent the very concept
of inconsistency referred to by Rose et al (1995). As these students gain education and
experience in mental health matters, they may be affected differently by stereotypes from
the consensual world and scientific understandings in education.
For the non-psychology students, the emergence of subgroups was interesting. Perhaps
these differing understandings are influenced by personal contact with the mentally ill.
Although the number of individuals in both subgroups excluded a formal analysis,
generally those who considered the mentally ill as sad and dangerous had lower contact
than did those who rated them in the middle of the scale.  This was not precise, however,
with some high-contact individuals defining the mentally ill as dangerous. As with Zani's
(1995) shopkeepers, perhaps it is the contact with non-stereotypical behaviour, and
therefore the quality of contact that is of major influence.  Future research should
investigate more closely the nature of particular experiences that may create a shared
understanding of the mentally ill.
In assessing the impact of contact, however, an interesting finding emerged. Those who
rated the mentally ill at the extreme pole as dangerous also rated them at the extreme pole
of impaired functioning. Almost this entire group also rated the mentally ill person at the
extreme as unstable, strange, isolated and receiving help. In comparison, those who rated
the mentally ill at the extreme pole as sad, all rated that they are dependent and receive
help, and almost all rated them as unstable, strange, needs assistance, and helpless. Perhaps
this is another form of differentiation, where although there is a common theme of being
strange, unstable and receiving help, there are also different "pictures" of the mentally ill
emerging. They may correspond to Pertrillo's (1996) acknowledgment of contradicting
media representations. One is of the scientific page headlines, depicted here in the mentally110
ill as sad, helpless, dependent and needing assistance  - someone whom we should comfort
and assist. The other is of the front page, criminalised mentally ill, represented here as
someone who is dangerous, impaired, and isolated - perhaps someone who should be
condemned and controlled.
In regard to ratings of the "sick person", there were also a number of constructs that were
rated across the range of the continuum. The non-psychology students were inconsistent in
their ratings of the sick person as unstable or well balanced, strange or typical, and
original or commonplace. Two of these constructs (unstable, strange) were rated
consistently for the mentally ill. Perhaps this inconsistency represents a diverging
association between the mentally ill and the sick on some characteristics for some
individuals. In fact, for the 50% of individuals that rated the mentally ill at the extreme
score as unstable and strange, many rated the sick person at the other end of the continuum.
Thus, although for the first-year student unstable and strange are clearly marked
characteristics for the mentally ill, these attributes may be used by some, especially in the
course of interaction, to distinguish the sick person from the mentally ill person.
For those associated with psychology, the first-year psychology students were inconsistent
in ratings of sensitive - insensitive, the fourth-years in relation to original - commonplace,
and the Masters students in regard to sociable-isolated and strange-typical. The clinical
psychologists were ambivalent in their ratings of calm-agitated, sensitive-insensitive and
original-commonplace. Again, some of these constructs may be ways of differentiating
between sickness and mental illness (e.g. sociable-isolated, calm-agitated). If social
representations are activated in the context of other representations, as has been suggested,
then perhaps there are some aspects that are used to try and either associate or differentiate
various elements or objects. Perhaps these "connecting" constructs are linkages between
representational fields that reveal inconsistency, as individuals, perhaps especially in
communication, try to understand objects in the environment by drawing similarities and
differences between them. This is a concept that is, as yet, undefined in the notion of
inconsistency and ambivalence in social representations that would be worthwhile to
investigate more closely.
Similarly, the inconsistently rated constructs that define the "normal person" also seem to
correspond to those constructs that were rated consistently for the mentally ill person and111
the sick person. Non-psychology students showed inconsistent ratings for the normal
person on the constructs of needs assistance-doesn't need assistance, dependent-
independent, violent-tranquil, and intelligent-stupid. First-year psychology students rated
original-commonplace inconsistently, as did the clinical psychologists and Masters
students. The Masters students also rated independent-dependent inconsistently. Fourth
year students were ambivalent in their ratings of needs assistance-doesn't need assistance
and aggressive-friendly, and dangerous-safe, with ratings most frequently allocated to both
the extreme pole of safe and the middle rating.
Inconsistent ratings of the "self" also reflected characteristics that may differentiate the self
from the mentally ill person or sick person. First-year students exemplified inconsistent
ratings for the normal person on the constructs of original-commonplace, violent-tranquil,
dependent-independent. The construct typical-strange was also rated inconsistently by both
groups of first-year students. Fourth-year students were ambivalent in their ratings of
original-commonplace, sociable-isolated and typical-strange. Masters students rated needs
assistance-doesn't need assistance and intelligent-stupid inconsistently. For the clinical
psychologists, there was ambivalence in ratings on original-commonplace.
It is interesting that, in representations of the "psychologist" and the "psychiatrist", there are
several constructs that are rated inconsistently for both mental health professionals. Non-
psychology students, for example, rated both elements inconsistently on the constructs of
sensitive-insensitive and strange-typical, with a bimodal split for the latter construct in
regard to psychiatrists. It may be possible that, although the representations are mostly
positive, students not associated with these professions are still unsure in their
understanding. Perhaps popular TV programs based on mental health professionals, such as
the American sitcom "Frasier", provide some stereotypical influence portraying such
professionals as unusual and sometimes brash. Additionally, personal experiences may
influence these differentiated ratings.
Further, first-year psychology students were ambivalent in rating the "psychologist" and
"psychiatrist" as strange-typical, as were fourth-year students who also rated them
inconsistently on the constructs unstable-well balanced, and original-commonplace. The
"psychiatrist" was also rated inconsistently as sensitive or insensitive. This was particularly
unexpected given these groups' association with, and ensuing socialisation into, the field of112
psychology. As with inconsistent aspects of representations of the mentally ill, perhaps
these ambivalent points of potential difference within the groups exemplify the changing
notions of the "psychologist" in particular. They may still be partially influenced by
common social understandings of the profession as well as by professional knowledge and
education. This may be further supported by Masters students' ratings of the psychologist,
which are distributed towards the construct pole "typical", whilst clinical psychologists
mostly rate the construct with the middle score. Perhaps for Masters students, the ratings
clearly acknowledge that the psychologist is not strange, whereas for the clinical
psychologists, nor are they typical.
Masters students inconsistently rated the construct needs assistance-doesn't need assistance
for the "psychologist", and rated the "psychiatrist" inconsistently on the constructs original-
commonplace, aggressive-friendly and concerned with physical or mental health. These
constructs may be salient for some individuals developing representations about the
professions, in regard to multidisciplinary actions (needs assistance- doesn’t need
assistance), the psychiatrist's medical model (concerned with physical or mental) and
interaction with other professionals (friendly- aggressive).
Clinical psychologists showed relatively homogenous ratings of the "psychologist", with no
clear inconsistencies. However, ratings of the "psychiatrist" showed ambivalence on the
constructs of sociable-isolated and unstable-well balanced. Perhaps such inconsistency
reflects differential experiences with psychiatrists or a need to distance the psychiatrist
from the psychologist in order to reduce threats to identity. These findings may exemplify
the interplay between social identity processes and social representation processes (see e.g.
Breakwell, 2001; Brewer, 2001).
Doctors were rated inconsistently by both first-year groups on the construct of sensitive-
insensitive. First-year psychology students were also ambivalent in rating original-
commonplace, as were fourth-year students, who also rated happy-sad with bimodal
frequency in both regions of the scale. Masters students also rated the doctor inconsistently
on the constructs of original-commonplace and sociable-isolated (in comparison to the
sociable psychologist).113
It should be noted that the construct original-commonplace tends to be rated inconsistently
throughout the different groups' ratings of the elements. It is possible that the construct is
one that has an ambiguous meaning, such that different individuals interpret it differently.
Alternatively, the construct may also be ambiguous in the sense that it may have a more
neutral tone - it is not easily allocated to any of the elements, nor is either pole clearly
excluded from any of the elements. Thus, whilst it may be "good" to be original it may not
be "good" to be different. In a sense, the inconsistency may highlight the ambivalence in
accommodating the "uniqueness" and originality of the individual when it may imply that
the person is different or strange. How can we be both same and different simultaneously?
A reassessment of the inconsistencies in the construct strange-typical, may also support this
possibility. This dual aspiration of individuality and group identity has been suggested by
some authors (e.g. Brewer, 2001).
In sum, many of the constructs were relevant in the exploration of social representations
regarding the mentally ill and other individuals, including professionals. Central themes of
emotionality, functioning and assistance defined many of the elements, with the mentally ill
characterised by poor functioning and distress that needed to be attended to. The sick
person was also defined by their need for assistance, and to some extent their distress. In
contrast, the normal person was defined primarily by normal functioning and positive
emotionality. Similarly, the self was characteristically represented with positive, socially
desirable attributes. Representations of the professional elements of psychologist,
psychiatrist and doctor were also defined by themes relating to functioning and assistance,
in this case normal functioning and the provision of assistance. These main themes
continued through all levels of education and experience.
The above findings suggest that, on the constructs presented, there are underlying themes
that indicate sameness between elements that also act as means of differentiation. One of
the aims of the current study was to explore in more detail the association and
differentiation of these elements, by using procedures designed for analysing repertory
grids. This is presented in the next section.114
4.5.3. Clustering and differentiation of elements
As indicated, grids from15 participants were selected for a more detailed analysis using the
FOCUS clustering procedure, to assess the degree of similarity between the target elements.
This may help in identifying how the social representations of the mentally ill, the
psychologist, and others are interconnected. Participants were selected based on personal
contact (high contact, some contact and no contact) at each level of education (non-
psychology, first-year psychology, fourth-year psychology, Masters in clinical psychology
and clinical psychologists). In the process of "focusing" the grid, whereby similar ratings of
elements are grouped together, a structural representation of the clusters can be shown. (see
section 4.5.1.2). These structures are presented as tree diagrams, with similarly rated
elements clustered together, connected to other clusters at various levels of similarity. The
diagrams showing the element clusters for each participant are shown in Figures 4.1 to 4.5.
Element matches are also produced, indicating the degree of similarity between each of the
elements, which were used to more closely explore the relationship between elements (see
Appendix H). The structure of these clusters was examined and a number of patterns within
the group emerged.
First, the "mentally ill person" was seen as highly similar to the "sick person" on the
constructs provided to participants. The structural representation of elements frequently
shows the mentally ill person and the sick person clustered together. Furthermore, the sick
person is usually most highly matched to the mentally ill person. This supports the previous
analysis of construct ratings, which showed similar constructs rated consistently for both
the mentally ill person and the sick person.
Second, in examining the element matches, in almost all cases the lowest match with the
self is the mentally ill person, or both the sick person and the mentally ill person within a
few percentage points (see Appendix H for element matches). This occurs even when there
is a high degree of similarity in ratings for all elements, or when the percentage match
between the self and the mentally ill person may be considered higher than usual (e.g.
above 60%). Thus, even though some participants may provide direct ratings of constructs
that do not conform to the idea of difference, such as not rating the mentally ill as strange,
across the grid the mentally ill are generally rated least similarly to the self. This finding
supports Zani's (1995) proposition that the mentally ill are seen as different from, and115
Figure 4.1. FOCUS cluster of individual repertory grids: Non-psychology students
Some contact High contact No contact
Figure 4.2. FOCUS cluster of individual repertory grids: First-year psychology students
Some contact High contact No contact
Figure 4.3. FOCUS cluster of individual repertory grids: Fourth-year psychology students
Some contact High contact No contact
Some contact High contact No contact
Figure 4.4. FOCUS cluster of individual repertory grids: Masters students
Figure 4.5. FOCUS cluster of individual repertory grids: Clinical psychologists
Some contact High contact No contact116
distant to, the self. Further, although ratings of the health professionals often showed the
lowest match with the mentally ill person, when considering similarity to the self, it was the
mentally ill person who frequented the extreme from the self. In an unusual way, it is as if
the individual is saying, "Although others may be more different to the mentally ill person
than I am, the mentally ill person is the least similar to me".
Third, the normal person was often matched closely with the self for most of the group,
shown clearly in these two elements being grouped together in the cluster diagrams. The
high similarity between the normal person and the self was also reflected in the
comparatively lower match between the normal person and the mentally ill person for most
of the group. In addition, the representations of the health professionals were frequently
clustered together in the focused grids. As may be expected, on the constructs provided, the
psychologist was often matched closely with the psychiatrist. In the previous analysis of
construct ratings, the health professionals were also seen as typically different from the
mentally ill, particularly in terms of functioning and assistance.
There are few consistent differences between levels of education or personal contact in the
direct assessment of rating scores. In regard to education levels, one particular difference
can be seen in clinical psychologists where there is a closer clustering between the self and
the professionals rather than between the self and the normal person. This result may be
expected, reflecting changes in their developing social identity as they are integrated into
the profession.
In rating the mentally ill, however, there is little clear differentiation between educational
levels or levels of contact in the pattern of responses. A subtle difference can be seen in the
extent of similarity in ratings across elements. Thus, generally, the mentally ill and sick are
consistently clustered separately from the other elements. Where this varies and there is
greater similarity in ratings across elements, with greater overlap in element matches and an
increased closeness of the mentally ill person to the self, there is a higher level of personal
contact. This difference was subtle rather than pervasive and, as indicated previously, it
may be the quality of contact rather than contact per se that influences social
representations. High personal contact, such as living with a relative with a mental illness,
may provide exposure to a wider range of behaviours, including positive ones, but they may117
also reinforce the more stereotypical aspects of social representations. This should be
investigated in future research.
Finally, in the analysis of the focused grids, the normal person is clustered quite separately
from the mentally ill and the sick. However, in some cases, the normal person is clustered
more closely to the sick and the mentally ill person. This is an interesting finding that
occurred occasionally at higher levels of contact, but only at higher levels of education (i.e.
fourth-year psychology and clinical psychologists). Perhaps this suggests a possible
interaction between education and personal experience that would be useful to study in
greater depth. Perhaps it shows the potential for the "normalising" of the mentally ill or, in
contrast, it may reflect differentiating the self from the normal person, as well as from the
mentally ill.
In sum, the focused grids have shown that the mentally ill and the sick are seen as different
to the self, to the normal person, and to health professionals. This was the case despite the
large variation in levels of education and personal contact with the mentally ill. This
"otherness" as described previously by some authors, such as Zani (1993) and Jodelet
(1991) is still evident in how such individuals are rated.
4.6.  General Conclusions and Summary
4.6.1. Social representations of the mentally ill and other individuals
4.6.1.1 Consistency and core themes
In the field of social representations, the notion of core themes has gained favour in recent
years. In the current study, the representation of the mentally ill in the context of other
elements is marked by the core themes of functioning and assistance, as well as
emotionality. For the mentally ill, this implied poor functioning and negative emotionality.
The notion of distress has been mentioned by Zani (1993), Morant (1998), Garcia-
Silberman (1998), and the importance of a disruption in functioning has been raised by
Morant (1998), in defining the mentally ill. The current study also emphasised the mentally
ill as needing help and receiving help. In fact, these themes were commonly used, not only
to define individual elements but also to detect underlying sameness and establish
difference. Thus, the sick person was seen as similar to the mentally ill in being defined by118
assistance, and to some extent negative emotions. The normal person and the self were both
differentiated from the mentally ill through the themes of normal functioning and positive
emotionality.  The concept of functioning and assistance was also used to differentiate the
professionals from the mentally ill and the sick; they provide the help that the mentally ill
and the sick require. The influence of these patterns of ratings could also be identified in the
FOCUS analyses of the selected grids. The most typical clusters are those grouping the
mentally ill and the sick together, the normal person and the self together, and the
professionals together. The use of these central themes as a mechanism for identifying
sameness and difference may illustrate the mechanism for anchoring as described by
Moscovici (1984). However, in this sense, it may not just be used to anchor understandings
of the mentally ill towards physical illness, perhaps these themes are also used to anchor
the mentally ill away from the normal person, or the self, or the psychologist.
Using these themes to identify the mentally ill, characterising them as being of poor
functioning, requiring assistance, and being distressed is exemplified in most models of
mental illness. Judgements about who is "mentally ill" are consistently made on the basis of
behaviour - the expression of emotion, its impact on the individual's functioning and the
degree of assistance required. As implied by Foster's (2001) participants, the problem is
clearly identifiable once professionals have provided a diagnosis, in turn determining that
assistance is required.
Consistency was also found in a number of other constructs that seemed to define various
elements. For example, the self was defined by a number of socially desirable personal
characteristics (e.g. sociable or friendly, helping, safe) and the professionals were
characterised with what could be considered beneficial role attributes (e.g. calm, safe,
tranquil). Ratings for these elements contained more consistency at the further extremes of
the scale, implying a better defined social representation than for the mentally ill person or
the normal person.
Although the notion of difference has been mentioned as a common theme in social
representations of the mentally ill (e.g. Morant, 1998; Zani, 1993), this was not as clearly
defined across educational levels in the direct ratings of relevant constructs such as strange-
typical. This may indicate some reluctance, in those associated with the field of
psychology, to label overtly the mentally ill as being negatively different. However, such119
differentiation could be seen in the pattern of ratings and differentiating constructs.
Furthermore, the FOCUS analyses of the selected grids also identified the distance between
the mentally ill and others, and in a subtle way, through the mentally ill being consistently
least matched with the self.
4.6.1.2 Inconsistency, ambivalence and ambiguity
Using particular common characteristics as an anchoring mechanism to differentiate
between elements could also be seen in a number of characteristics that were rated
inconsistently. For example, the inconsistencies in ratings by first-year students of the
normal person as needing assistance or not needing assistance might be used as a
connecting construct, in an attempt to define the boundaries of the representation, to
understand how it is related or unrelated to other objects. It is easy to see how this may
manifest in conversation. One might say, "Well, everyone needs a little help sometimes -
actually, sometimes even a lot of help!" and another in response says, "Of course, but they
can still sort it out in their head; most of the time they're OK". Inconsistency it seems, as
Rose et al. (1995) suggest, is a crucial component of the representational field, perhaps
most often activated when we seek to anchor objects to, or away from, other objects.
Anchoring may not just be a process of interpretation; it may also be a process of
negotiation.
The notion of inconsistency, as described above, can be viewed as ambivalence, or varying
understanding within the groups of how a particular construct is applicable to a particular
element, and sometimes seeming "in two minds", as with the bimodal ratings by first-year
non psychology students. With ambivalent ratings, the inconsistency seems clear. However,
this may need to be differentiated from notions of ambiguity - where the meaning is
obscure, and in fact, there seems to be consistency in what is unclear. This is exemplified in
a number of constructs where the modal rating score falls in the middle of the range.
Although the central score may be considered by some to be a measurement indicating
"half", on a bipolar scale it more likely suggests that the element is defined by neither half
of the scale, or both halves of the scale.
This notion of ambiguity was prominent in a number of areas. Firstly, the mentally ill were
rated ambiguously on a number of constructs which may represent sensitised ideas about120
the mentally ill - those of violence and aggression. These have been noted as stereotypical
understandings of the mentally ill (e.g. Zani, 1993) that are often criticised, and may
represent concepts which, through socialisation and education, those in the later stages of
psychology training and experience are trying to avoid or resist. Secondly, similar
constructs were also rated ambiguously for the sick person, perhaps used in the same way
as the "connecting constructs" were described previously. These sensitised attributes, where
not clearly applicable in regard to the positive pole (e.g. friendly, safe), may be ways of
negotiating sameness and difference between the sick and the mentally ill, while
differentiating between the sick and others, such as the self.  Similarly, ambiguous ratings
were also present for the normal person, particularly on socially desirable personal
attributes that were used to define the self, and role attributes used to define the
professionals, perhaps partly differentiating the self from the normal person. This in effect
creates a buffer between the mentally ill/sick and the self/professionals. This notion of a
buffer was also expressed in the element matches and tree diagrams of the cluster analysis.
A number of other interesting and noteworthy results were found in regard to inconsistency
in construct ratings. For example, non-psychology students showed emerging sub groups in
understanding of the mentally ill on two key constructs expressing sadness and danger.
These may be considered two evolving and diverging prototypes of the mentally ill. Both
emphasise the mentally ill as unstable and strange, but one characterised as sad, helpless,
dependent and in need of assistance, the other defined as dangerous, impaired in
functioning, isolated and receiving help. The first more closely corresponds to the
constructs identified by those in the field of psychology, the other more closely related to
the lingering stereotypical notion of the "madman" as described in other research (e.g. De
Rosa, 1987; Zani, 1993). Although there was less opportunity in this study to examine ideas
of unification and differentiation as outlined by Foster (2001), it seems that first-year
students have clearly captured differentiating ideas of mental illness. One is governed by
what seems to be the externalising of unstable emotions associated with a sense of threat,
the other with an internalising of unstable emotions associated with a need for comfort.
Psychology students were also ambivalent in their ratings of the mentally ill on the
sensitised notion of safe-dangerous, though for these groups their ratings were spread
across the distribution. Though the stereotypical understanding of the mentally ill as121
dangerous was not clearly expressed, or fractured as it was for the non-psychology
students, it was still an issue, with ratings frequenting both areas of the distribution.
Perhaps scientific knowledge plays a role in influencing this aspect of the representation,
providing a context for the mentally ill as distressed and, as mentioned, internalising their
distressing emotions, such that the mentally ill are non-threatening and so deserve
sympathy and assistance. However, not all ascribe to this understanding of the mentally ill,
and as Bangerter (1995) implies, students in the world of science are still affected by
consensual representations that have lasted for centuries. This seems to culminate in the
ratings by clinical psychologists who predominantly rate the mentally ill just to the
"dangerous side" of the middle, or in the middle score. As indicated, the social position is to
not have a strong position. Regardless of the ways in which the mentally ill person is
identified as dangerous or safe, this characteristic is still part of the representation, be it
clearly expressed in opposing views, or dormant in ambiguity and inconsistency.
Another point of interest is the ratings of the constructs that suggest sameness and
difference: original-commonplace and strange-typical. The inherent ambivalence in the
ratings of these constructs, amongst most groups, across most elements, usefully highlights
the complexity in directly determining sameness and difference. Furthermore, the duality in
today's society of promoting individuals both as "unique" but at the same time part of a
"community" emphasises the difficulty in clearly labelling someone, including the self, as
same or different. Thus, as a concept, the issue of difference is still prominent, but the
identification of such difference is through comparison with other individuals on a number
of different variables. For those in psychology, when considering the mentally ill, the
concern is perhaps no longer with that fact that the mentally ill are different, but in the
many ways they can be different, as outlined by the DSM-IV. For non-psychology students,
this may be less of a concern, hence the clear definition of the mentally ill as strange.
Areas of ambiguity and ambivalence in the representational field need to be researched
more closely, as focusing on consensus and agreement may exclude important information
in understanding the social representations of a given object, and how they are viewed as
similar and different from other objects. The findings described above indicate how integral
such concepts are in gaining an understanding of social representations. As described in
both personal construct theory and social representations theory, as individuals we122
commonly seek out how things are similar and different from each other, how they conform
and how they diverge (Fransella & Bannister, 1977; Moscovici, 1984). How this
phenomenon occurs in a social context can be just as important, both in sharing ideas that
diverge as well as in those that converge.
4.6.2. Differences and similarities through education and contact
Although the core themes of functioning, assistance and emotionality were clearly
identified across all levels of education and experience, in relation to the mentally ill and
other elements, there were also some differences between groups. For example, students not
enrolled in psychology easily express the mentally ill as "strange", contrasting this with
normal person as "typical". Further, there may be a subgroup of individuals who view the
mentally ill as "dangerous". Understandings of the mentally ill in this framework were not
as consistently identifiable for those in the field of psychology.
First-year psychology students, most noticeably, seemed quite homogenous in their ratings,
often producing a larger number of consistently rated constructs. In particular, social
representations of the normal person seemed well developed and relatively clear, perhaps
acting as a standard for how individuals "should" be, much of which overlapped with
attributes consistent in rating the self. Perhaps the first-year psychology student is
particularly aware of what "normal" is, learning about normal development and
psychological functioning. For them defining what is normal is salient in their early stage
of education.
Fourth-year students and Masters students, and to some extent clinical psychologists, are
less willing to clearly categorise not only what is normal, but also the mentally ill, and the
sick person. They avoid the extremes of the scale, which may be influenced by their
education and training that emphasises the "grey area" as salient, or they may be influenced
by professional values that may de-emphasise extreme negative characteristics. Fourth-year
students and Masters students did rate the self at the extreme in regard to a number of
positive characteristics, in some way identifying themselves with more positive
characteristics than the normal person.
The most obvious difference between the groups with advanced education (Masters
students and clinical psychologists) and earlier levels, was in the comparison between123
representations of the psychologist and psychiatrist. Whereas on ratings of the psychologist
there was high consistency with a number of positively rated constructs, there were few for
the psychiatrist. This may be a function of socialisation and social identity processes, which
place the psychologist in competition with the psychiatrist, something that may be salient in
these later stages. In comparison, the representation for the doctor was more clearly
defined, perhaps differentiated from the psychologist in their concern with physical rather
than mental health.
The FOCUS procedure used in assessment of the smaller sample of grids also highlights
potential differences between groups in the way that these elements are understood. For
some in the higher stages of education, where greater personal contact with the mentally ill
was evident, there was some difference in clustering of the mentally ill with the normal
person, when in most cases they were clustered separately. Future research could determine
whether this is more a common feature to higher levels of education or greater contact, or
whether this develops when the two interact. How and why this happens - be it to distance
the normal person from the self, or to acknowledge an association between what is normal
and what is mental illness, needs to be understood more clearly.
Other differences between levels of personal contact were not as clear in the current study,
although it can be suggested that those with no contact have a more consistent
understanding of the mentally ill as distant and possibly negative. The quality of contact
with the mentally ill also needs to be more fully investigated, as negative experiences in
intense contact are likely to activate aspects of the representation that are stereotypical.
The differences emphasised above may highlight aspects of representations that, in some
groups, are more peripheral to understandings of the mentally ill and others. This may
suggest that these peripheral aspects are not limited to the content of representations; they
may influence the extent to which relevant content is processed, activated, or expressed.
The representational field may be governed by core themes, in this case functioning,
assistance and emotionality, and in the periphery a number of constructs (e.g. dangerous)
may be activated depending on the circumstance, the social context, education or
experience. Furthermore, the degree to which a social representation is internalised and
expressed as a personal representation may depend on the extent to which it is accepted
(Breakwell, 2001).124
4.6.3. Methodological considerations
The findings in the current study provide a number of insights into understanding social
representations of the mentally ill and others, and into the nature of social representations
themselves. There are, however, a number of methodological considerations that need to be
considered before generalisation of findings can be made.
Firstly, the number of participants was small. This was taken into account in establishing
both consistency and inconsistency of construct ratings, and advantage was taken in the
current study to more deeply explore a number of individuals to clarify the findings. It
would be useful for future research to investigate the issues raised with a larger number of
participants, particularly larger numbers of Masters students and clinical psychologists,
before making firm conclusions about the findings. Although the number of participants at
these levels was small, the notion of consistency and inconsistency as defined in assessing
the repertory grids still produced some valuable findings. For example, it could be argued
that it would be difficult to identify consistency based on such a small group of people.
However, the fact that both these groups produced comparatively larger construct lists for
the "psychologist" than for the "psychiatrist" is noteworthy. Furthermore, in the current
study, great care was taken to evaluate patterns rather than making direct statistical
comparisons of the number or percentage of frequencies, due to the differences this
produces when using different group sizes.
Secondly, the constructs used in the repertory grids were supplied. This has both
advantages and disadvantages in assessing social representations. It may be that, because
the representational field was defined prior to participation, participants had no choice but
to define their understanding within that domain. It may also account for the limited
differences found between various levels of education and contact. This presents a
restriction on participants, thereby reducing the possible attributes used to define,
differentiate and find sameness in the elements of interest. Despite this, participants still
characterised various elements in a similar manner defined in previous research. This may
be because the constructs were developed using previous literature, and relevant tasks, or it
may be that despite whether or not the territory is provided, social representations are used
to make sense of the world. In this case, it is not just in describing objects, but also of how
such objects are defined in relation to each other. In the current study, the constructs were125
used to anchor the mentally ill towards the sick or away from the self, and it matters less
what is used as an anchor.  Despite the dominance of constructs that may associate the sick
with the mentally ill person, there was still some differentiation between them. This is a
particularly interesting possibility that could be investigated in future research.
Furthermore, future research could also develop the use of repertory grids in identifying
social representations, such as developing ways of assessing social consistency and
inconsistencies in the elicitation of constructs from the elements of interest.
4.6.4. Implications and concluding comments
In sum, assessing repertory grids has provided an interesting and unique perspective on the
exploration of the social representations of the mentally ill. The investigation of both
consistency and inconsistency provided greater insight into the social representations of the
mentally ill and relevant others. The notions of ambivalence and ambiguity were also
valuable in identifying relevant themes in social representations. Consistent themes of
functioning, assistance and emotionality were shown to be important in defining the
mentally ill, as well as others, such as health professionals. Inconsistencies in the use of
constructs related to stereotypical ideas of danger and threat also highlighted that such
constructs may not be absent in defining the mentally ill, they may just not be activated,
accepted, or its relevance avoided through ambiguity.
There seemed to be more similarities than identifiable differences between groups in the
representations of the mentally ill and others. The main differences appeared in the
reluctance of those in later stages of education to make extreme negative characterisations,
in the same way that there was reluctance in classifying particular disorders as a "mental
illness" (see Chapter 3). In addition, the differentiation between constructs used for the
psychologist and psychiatrist, as rated by those most involved in the profession is an
interesting finding. From a professional, multidisciplinary perspective in mental health, this
would be worth further investigation to determine whether and how such differences may
manifest in working relationships.
Finally, the mentally ill are still denoted as different, either directly, or in the way in which
comparisons between the mentally ill and others are manifested. This may indicate that,
despite public attempts to reduce the perception of distance and difference in regard to the126
mentally ill, as a defining feature of the representation, it is difficult to change. The finding
that some individuals group the mentally ill with the normal person is interesting and needs
to be pursued to establish whether, and how, the usual sense of difference may change.
Generally though, the findings suggest that the mentally ill are categorised as mentally ill
because they are different; they are not like everyone else, and they are certainly least like
the "self", though media campaigns might try to promote otherwise. This difference is clear
in both social and scientific representations of the mentally ill, with these themes extending
into professional understandings. Other ways of promoting acceptance may need to be
investigated if understandings of, and behaviour towards, the mentally ill is to be based on
something other than difference.127
 
  CHAPTER 5
Social representations of the mentally ill and other individuals in word
associations
Social representations develop and evolve through communication. Through the world of
words, or as Zani (1993) describes, the semantic universe, individuals in a social context
discuss and debate the way in which objects are, and can be, represented. These linguistic
signals help to identify the range of potentially relevant features in both describing the
content and defining the boundaries of how an object is understood in the social
environment. By exploring how people describe a given object, an insight is gained into
what themes identify an underlying shared reality that forms the basis of social
representations. Furthermore, it is possible to explore how objects may be related or
distinguished based on how each semantic universe is connected.
Previous research has investigated social representations in words associated with target
objects or ideas (e.g. Di Giacomo, 1980; Wagner, et al. 1996; Zani, 1993). Free word
associations have the advantage of eliciting open responses, with participants selecting
descriptions that are relevant to their understanding of the target object. Assessing freely
generated word associations provides an opportunity to explore the social representations of
particular elements or concepts such as mental illness and sickness through an analysis of
the content and structure of related words and the relationship between words describing
each element (Zani, 1993). The current study made use of word associations in exploring
the social representations of the mentally ill and other individuals at different levels of
psychology education.
5.1.  Social representations in verbal descriptions
In research assessing social representations of the mentally ill, a number of studies have
analysed descriptions, definitions and associations generated by participants.  Several of
these include word association techniques that are directly relevant to the current study. A128
number of studies have also used methods such as interviews or discussion groups, which
provide a useful background in assessing themes that may emerge from word associations.
One relevant study (Zani, 1993) investigated the social representations of mental illness in
university students of different educational background, as well as comparing levels of
information by also assessing professional groups such as psychologists, psychiatrists and
nurses.  Free associations in this study focused on adjectives used to describe the mentally
ill person within a network of associated individuals. Specifically, Zani investigated the
mentally ill in comparison to the "sick person", the "normal person", the "self", and the
"madman". Zani assessed both the content of the representations as well as the structure of
the representational field in regard to how the target objects were related. The structure of
the representations generally contrasted the normal person against deviations from
normality (sick, mentally ill, madman), as well as contrasting the sick person with the
madman. Zani also describes some differentiation between the normal person and the self.
The semantic universe associated with each target stimulus seemed to be considered within
a framework of health and illness, as well as normality and deviance.  In this case, the
normal person was seen as balanced, intelligent, healthy and sociable, with the self
described mainly with personality characteristics and positive emotions. The sick person on
the other hand was weak, tired and sad. The madman was described as different,
unpredictable, strange and original while the psychology students described the mentally ill
with less negative and less stereotypical words (e.g. calm, serene, sensitive) than those used
by other university students.
Health professionals' (psychologists, psychiatrists, nurses) representations of the mentally
ill were also explored. Like the university students, the structure of the representations
contrasted normality and abnormality as well as contrasting physical illness and mental
illness (mentally ill and madman).  All health professionals represented the sick person with
the notions of assistance (need and help), suffering, hospitalisation, weakness and boring as
well as the madman who is isolated, rejected, strange and original. Psychologists in
particular referred to the mentally ill and the madman as anguished, isolated, and original as
well as ready to help. The normal person was defined with notions of good behaviour (e.g.
tidy, healthy) and the self was defined with moral attributes (e.g. understanding, trusting).129
As can be seen, the similarities between the sick person, the mentally ill and the madman
(ie. "otherness" and abnormality) can be differentiated through the comparison between the
physical and the mental. Furthermore, the self was positioned with an underlying sameness
to the normal person, in that the self is contrasted to the sick, the mentally ill and the
madman. However, the self was also differentiated from the normal person through the
types of characteristics mentioned, which varied between levels of education. This intricate
network of characteristics and comparisons highlights the complexity in assessing sameness
and difference between the various elements.
Another study using word associations explored students' social representations of mental
health and mental illness (Garcia-Silberman, 1998). Mental health was associated with
terms similar to characteristics of the "normal person" in Zani's (1993) study, as being
balanced, healthy, and social. Mental illness on the other hand was associated with anguish,
sadness, and being ill and unbalanced. Importantly, it was noticeable that many of the
characteristics used to contrast the ideas of mental health and mental illness were bipolar in
nature.
Research using interviews to assess professionals' representations is also particularly
relevant to the current study (Morant, 1998). Health professionals, including psychologists,
defined mental illness by focusing on the person's distress, the disruption to the person's
life, and, as in Zani's (1993) research, the difference between the mentally ill person and
other people, or what is normal. Aspects of these three important themes may also emerge
in the words generated by participants in the current sample.
Foster (2001) identified the notions of unification and differentiation of the concept of
mental illness. As indicated by Foster, professionals already have a highly differentiated
understanding of mental illness in regard to the various categories that distinguish "types"
of mental illness. Foster found in her university student participants that there was a unified
representation of violence, unpredictability and "otherness" in tandem with differentiated
notions of mental illnesses, including those based on medical differentiation. Terms and
diagnoses associated with such differentiation may become more common in the lexicon
throughout the psychology education as students become more aware of the various130
"mental illnesses" that have different "symptoms" and different intervention plans
associated with them.
From these various studies, the mentally ill are generally viewed as being different, whether
different from the self, contrasted with what is normal, or contrasted with mental health.
This notion of difference is noticeable in both students' and professionals' representations.
The mentally ill are also characterised with some distress (e.g. sadness, anguish) as well as,
in some cases, instability and being unpredictable. In addition, mental illness is sometimes
associated with physical illness in being contrasted with normality. Some differences could
also be found in regard to the content of representations between levels of education and
relevant experience in the field of psychology. The current study is in some ways an
extension of the research conducted by Zani (1993). Although this study does not look
specifically at educational background or at representations of the "madman", it does aim to
assess varying levels of information between first-year university students and clinical
psychologists, as well as representations of relevant health professionals.
Although the literature regarding social representations of health and mental health
professionals is limited, one particular study assessed social representations of the
psychologist using participant-generated word associations. De Paolis (1990) explored
physicians', social workers' and teachers' representations of the typical psychologist and the
ideal psychologist. Primarily, for both target stimuli, the representations emphasised
personal characteristics, such as sensitive and well-balanced, as well as professional
characteristics such as helper, and ethical. These themes supplied negative characteristics,
especially by physicians and social workers, as well as positive characteristics.
Other research has also identified groupings of types of psychologists, based mainly on
work roles and professional identity (Palmonari, et al. 1987). One grouping emphasises the
psychologist as psychoanalyst, dominated by psychotherapy and the single case. Another
focuses on the psychologist as strict scientist, where clinicians use technical skills and
knowledge to understand and guide intervention, again with the individual. Yet another
focuses on the social scientist, where psychological research guides social intervention.
Finally, another grouping is that of the psychologist as political activist solving social
problems just as other professionals in social services do. Furthermore, psychologists131
employed in a university environment emphasised the defining characteristic of research,
while social services psychologists focused on intervention.
Although these categories of the psychologist may be more relevant to the Italian
population, it is possible to see how such categories may manifest in the current study. The
duality of the psychologist as scientist-practitioner in an Australian context is noticeable,
and the emphasis on developing the psychologist as scientist and researcher in
undergraduate university is influential. In addition, the prototype of the psychologist as
psychoanalyst is perhaps one that remains from more stereotypical portrayals of
psychologists and psychiatrists in the popular media. Perhaps differentiation occurs for
representations of the psychologist, as well as the mentally ill, in combination with a
unified understanding that focuses on characteristics of the psychologist, such as sensitivity
and being a helper.  The current study was designed to further explore these ideas regarding
both representations of the psychologist, the mentally ill and relevant others.
5.2.  Aims and research questions
The aim of the current study was to explore social representations of the mentally ill and
related others, such as the psychologist, through word associations. In particular, the current
study focused on how such representations were similar and different at various levels of
psychology education. Specific research questions focusing on a number of areas guided
the exploration of social representations and are described below.
First, one major area of investigation was the content of the representations in regard to the
particular words and ideas that emerged in association with the mentally ill person and
relevant others. As found in previous research, mental illness and the mentally ill person are
often assessed or portrayed within the context of general illness (e.g. Garcia-Silberman,
1998), normality (e.g. Morant, 1998) and the self (e.g. Zani, 1993). The target words "sick
person", "normal person" and "yourself" were thus used in the current study to determine
the similarity and difference between the content of different representations. Such
concepts are also likely to be considered within a framework of professional association to
the mentally ill or the sick person, whereby if a person "needs help" part of the focus is also
on "who helps". This is particularly relevant for the psychologist in training who may begin132
to identify more strongly with their role and present a more positive image of the
psychologist in comparison with other health professionals. Thus, although one question
focuses on the content of the verbal descriptions, another question focuses on the
comparative similarity and difference of the representations. This provides insight into how
each target stimulus is framed within a network of associated stimuli.
The questions of content and structure, however, were contextualised by group differences
in level of information, determining the differences in the representations based on the level
of relevant education, from non-psychology students through to clinical psychologists. In
this way, the core aspects and consistent themes of the representations can be identified, as
well as determining the peripheral aspects that may change throughout relevant education.
Changes in awareness and understanding of scientific knowledge about mental illness also
change the underlying representations. In particular, this may be noticeable in the content of
each representation where the professional lexicon is associated with psychiatric and
psychological terminology. Other differences such as an educational and professional
emphasis on comparisons between the mentally ill person and normality may be reflected
in the dissimilarity between the words present in the two lexicons used. In contrast, given
previous acknowledgments that even professionals may include social representations in
their understanding of objects (e.g. Bangerter, 1995), some aspects should remain an
integral part of a broader, shared set of understandings of mental illness.
Furthermore, as mentioned, representations of the psychologist and other health
professionals may change as the psychology student becomes more socialised into the
profession and more clearly identifies the role of the psychologist in mental health. Just as
the physician and social worker in De Paolis' (1990) study were critical of the psychologist,
perhaps because they felt professionally threatened, psychologists may also respond to
other professionals, such as psychiatrists, in the same way. Thus, the current study also
aimed to explore how representations of health professionals may change with increasing
psychology education and training.133
5.3.  Method
The word association task used in the current study was a free association task. This
involves the presentation of a list of stimulus words to participants who are asked to
spontaneously generate words that are prompted by the stimulus word. This technique has
been used by Zani (1993), Garcia-Silberman (1998), and De Paolis (1990) in research on
social representations of the mentally ill and the psychologist. The use of this technique
provides a context for comparison with these other studies.
The word association task allows some flexibility in the responses.  De Paolis (1990) found
that the free association task prompted more rich and detailed responses that did not limit
the interpretation of data in comparison to those responses elicited from categories provided
a priori. Thus, the current study extends on the repertory grid study by providing an
opportunity to explore self-generated constructs or concepts relevant to participants.
5.3.1  Stimulus words
In the current study the primary stimulus words were mentally ill person, psychologist and
self, as these elements were considered most important in regard to the aims of the study.
However, in order to place the attributes of these categories within a map of related
individuals, other categories were also considered. As indicated, the categories of normal
person, and sick person, as used in the study by Zani (1993), were also selected as stimulus
words. These categories were chosen as various points of comparison to the mentally ill
person. The mentally ill may be contextualised within a framework of normality and
abnormality through educational contexts such as "Abnormal Psychology". Furthermore,
classification systems of mental disorders, such as the DSM-IV, emphasise the comparison
between what is within the bounds of normal, expected responses and what is pathological
(e.g. depressed mood following the death of a spouse is to be expected). The dominance of
the medical model in understandings of mental illness and in treatment options also
provides a context for the comparison between the mentally ill and the physically ill.
Furthermore, research such as Zani's (1993) has shown that descriptions of the self are
substantially different from descriptions of the mentally ill. The current study was designed
to assess whether this process of psychologically distancing the self from the mentally ill
person is apparent in representations expressed in students and professionals in Australia.134
In addition to these stimulus words, the categories of psychiatrist and doctor were also
included. These categories of professional occupations are similarly related to mental
illness and the psychology profession in that they both have some degree of contact with
issues regarding mental illness. For example, both doctors and psychiatrists can prescribe
medication for a number of mental health difficulties such as depression and anxiety. The
inclusion of these stimulus words provides comparative information regarding the
representations of professionals involved with the mentally ill. Furthermore, this enables an
investigation of group status and differences between the representations of such
professionals as individuals become socialised into the field of psychology. Recent
suggestions have accentuated the potential relationship between the development of social
identity and social representations (e.g. Breakwell, 2001; Brewer, 2001). The use of the
stimulus words psychologist and self similarly provides an evaluation of whether, and how,
similarity of attributes of the psychologist and the self change, giving some indication of
possible group identification. Using the assortment of categories allows an analysis of a
rich number of comparisons between characteristics associated with each stimulus word.
5.3.2  Pilot Study
The stimulus words were piloted with a small sample, in order to assess the length of the
task as well as the clarity of instructions and any problems associated with completing the
questionnaire.
5.3.2.1  Participants
The small sample of 10 individuals consisted of 3 males and 7 females with a mean age of
26.2 years ranging from 19years to 32years. The sample included individuals varying in
level of psychological education and contact with individuals with a mental illness, from
those with no contact to current psychology students and clinical psychology professionals
working with individuals on a daily basis.
5.3.2.2  Materials
The stimulus words were presented with one or two stimulus words on each page. A box
with twelve lines was presented beneath each stimulus word for participants to write their135
responses. For the purpose of the pilot study, all stimulus words were presented in the same
order: mentally ill person; sick person; normal person; yourself; psychologist; psychiatrist
and doctor. Instructions at the beginning of the task asked participants to think of between
at least 5 to 7 words, though extra space had been provided if there were more associated
words. The number of 5 to 7 words was specified for the pilot study with the intention to
increase it if participants noted the task was easy.
A section containing general questions was also included. This section included
demographic questions regarding age, gender and programme of study. Participants also
described any contact they may have had with an individual with a mental illness, as the
extent of contact with individuals with a mental illness is an important factor in
representations of the mentally ill person (Zani, 1995).
Participants were also provided with a mental illness 'checklist' of 36 stimulus words
displaying mental ‘disorders’ and conditions as indicated primarily in the DSM-IV (see
Chapter 3). This was used to identify which particular disorders individuals identified as a
mental illness in order to determine the specific labels that individuals associate with the
term “mental illness”. Participants were asked to indicate for each category whether they
"had heard of it" and whether they considered it a mental illness.
Additionally, a comments form was attached to allow written feedback by the pilot study
participants. The form asked for comments regarding the clarity of instructions, length of
the questionnaire and their thoughts regarding their responses in the task. This form was
attached at the end of the questionnaire.
5.3.2.3  Procedure
Participants were recruited in person and asked to participate in a pilot study investigating
understandings of "health and illness". Like the repertory grid task, this basic level of
information was provided because the stimulus words represented individuals in areas of
both physical health and mental health. Introducing the study in this way also reduced
demand characteristics of the task.136
Pilot study participants were given the questionnaire and were able to complete the task in
their own time. Questionnaires were returned either directly to the experimenter or were
returned in the stamped, self-addressed envelope provided by the experimenter. All
questionnaires were returned with the written consent form attached, which was removed
prior to the investigation of any responses.
5.3.2.4  Questionnaire changes
Generally, most participants indicated that the word association task was relatively clear
and easy to respond to. However, feedback from and discussions with the pilot study
participants indicated that a number of changes to the questionnaire were required. These
changes centred on the instructions and general questions. Participants indicated that
specifying the range of 5 to 7 was too confusing and that a single number of at least 6
would be more appropriate. Some participants also indicated that although they could think
of many responses for some stimulus words, a request for more than this would be a high
demand for some stimulus words.
Some participants also indicated that honesty of responses should be emphasised in the
instructions. These participants indicated that, without such a request, they found it difficult
to respond with typically honest, though stereotypical, responses when they felt they
"should" be responding with a more professional or sensitive attitude. As such, honesty,
confidentiality, and the importance of first impressions were highlighted.
5.3.3  Participants
In order to ensure comparability in the size of the lexicons generated by each group, the
groups were reduced to match the size of the Masters student group, as the sample of
Masters students derived from a much smaller population. The students were partly chosen
on the basis of random selection, but ensuring a similar number of participants from
different levels of personal contact, and for the non-psychology students, from a variety of
program areas. In all cases, there was a distribution of personal contact with the mentally
ill, with fewer individuals having no contact or high contact (e.g. living with) and most
distributed between the two extremes.137
Seventeen first-year psychology students participated in the word association task (76%
female). The mean age of all first-year psychology students was 22.35 years, ranging from
17 to 39 years. In most cases participants were completing other elective units as well as
psychology units. The total number of first-year non-psychology students was 16 (62%
female). Students were enrolled in a number of programs such as computing (38%) and
veterinary science (25%). The mean age of this group was 22.12 years, with a range of 17
to 41 years.
There were a total of 16 fourth-year psychology students (81% female). Participants were
enrolled in either the Bachelor of Psychology (56%) or the Bachelor of Arts (Honours) in
Psychology. The mean age of the group was 26.75 years with a range of 20 to 46 years.
Some Bachelor of Psychology students were on a practical placement that involves working
with an organisation; two of these placements were clinically based.
A total of 14 students in the Applied Clinical Psychology program participated in the
current study (79% female). Most participants were enrolled in the Masters program (64%).
All participants had commenced client contact as part of their practical placements. The
mean age in this group was 33.23 years and ranged from 25 years to 59 years.
Fourteen clinical psychologists from Western Australia participated in this task (79%
female) varying in levels of experience, although all had at least 1 year full time experience
in a professional context. Participants also focused on different areas of mental health
including anxiety, depression and psychosis. Most participants had graduated from either
Murdoch University or the University of Western Australia.  The mean age of this group
was 35.14years, ranging from 27years to 55years.
5.3.4  Materials
The word association task was packaged with an information sheet, consent form, and
general questions. The information sheet and consent form were the same as those
presented in the repertory grid task (see section 4.4.2). Instructions were provided at the
beginning of the questionnaire indicating that a number of words would be presented and
asking the participants to list what words come to mind when these stimulus words were
presented. Although Zani (1993) asked only for adjectives, the current study assessed138
broader based lexicons in order to explore representations that may include other features.
For example, nouns may be included in what Moscovici (1984) describes as a "photo-kit",
which may be expressed as a concrete visual image of the representation. Although this
may be expected to result in a larger variation of words, the pilot study generally indicated
that there was some consistency in the words being used to describe the range of stimuli.
Stimulus words were presented following the instructions. In order to minimise potential
order effects the target stimuli were randomly arranged in six different orders, using the
same orders defined in the repertory grid task (see section 4.4.2.1). Additional space was
provided to allow for extra responses (see Appendix I).
Demographic questions were presented after the word association task and included
questions regarding age, gender, program of study and year of study. In addition,
participants were asked about their personal contact with an individual with a mental illness
and the nature of their relationship with that person (e.g. parent, friend, workmate).
Participants were also asked to describe the extent of the contact and the type of illness of
the individual. Participants were reminded in this section that the information was strictly
confidential (see Appendix G for a copy of the general question forms used).
The demographic questions varied from group to group as some of the questions would be
irrelevant to particular groups (e.g. year of study would not apply to clinical psychologists).
Clinical psychologists were also asked which university they had graduated from to assess
whether there an effect of teaching style on responses was noticeable. They were also asked
about their level of education and duration of professional experience. Furthermore, clinical
psychologists were asked to describe the different client groups with which they have
primarily had contact. Similarly, postgraduate clinical psychology trainees were asked
about their placement and work experience.
In all cases, the 'checklist' of 36 stimulus words depicting mental ‘disorders’ such as
schizophrenia, dementia, and autism was also presented. The mental disorders were
selected primarily from the DSM-IV and the checklist was used to identify the domain of
terms associated with word "mental illness". The results from this task were described
previously (see Chapter 3).139
An Internet version of the task was prepared in order to increase access to the target groups.
The presentation of the questionnaire was similar to the paper and pencil format, except that
individuals could type responses into a "text box" presented after each stimulus word. All
relevant demographic questions were presented, as well as the mental illness checklist. The
Internet version of the questionnaire was designed to be as similar as possible to that
presented in paper form.
5.3.5  Procedure
University students at all levels were generally recruited from their regular classes. As in
the repertory grid task, participants were informed verbally and/or through an information
sheet that the questionnaire was related to "health and illness" and ensured confidentiality
of all information. A questionnaire package, containing either the word association or
repertory grid task, was then randomly allocated to each student. Informed consent was
gained from each participant. Students mainly completed these questionnaires at home or in
their regular classes and returned the questionnaire to a collection point. Masters students
were mailed the questionnaire and returned the questionnaire either by mail or to a
collection point. The questionnaire package took approximately 15-20 minutes to complete.
Participants were also recruited through the Internet, as was the case for recruiting
participants for the repertory grid task (see section 4.4.3). Internet based discussion boards
and lists associated with various program units were used. Clinical psychologists were
recruited through an e-mail list directed to clinical psychologists employed in the health
department. Participants were directed to a web-site containing information and consent
and "clicked" on a screen "button" labelled "I agree" in order to proceed to the
questionnaire. Participants were then randomly presented the word association or the
repertory grid task. General questions were presented after the responses were submitted.
The Internet questionnaire package also took approximately 15 - 20 minutes to complete.140
5.4.  Analysis and discussion
5.4.1  Analysis Overview
The research questions focus on the content of the representations and the similarity
between different representations at various levels of psychology training. These areas were
explored by asking individuals to generate words associated with the "mentally ill person"
and other elements. It should be emphasised that the words associated with the various
elements consisted not only of adjectives that described the individual, but of all associated
terms which "came to mind". This allowed a more flexible representation to emerge that
could be characterised by objects or actions, as may be commonly included in the prototype
of a representation (Moscovici, 1984). This may be of particular relevance to the
psychologist in training whose ideas of psychologists may include what they do as much as
what they are like. These verbal descriptions created a vast amount of data that were
assessed in a number of ways.
First, at each level of education, the words generated in response to each element were
combined to form a "dictionary" or "lexicon". This set of words defined the field of
representation common to the group. The most frequently generated words depict a
commonality that provides the foundation for a shared representation. This also exemplified
the prototypes that may emerge. However, rather than rely on individual words to define
the content, the words were loosely categorised into common themes such as emotionality
(comprising emotions relevant to distress, happiness etc), and sociality (e.g. sociable,
isolated). This helped to identify areas or aspects of the representation where a common
lexicon or communication may develop even when the same terminology was not used.
Second, attention was also paid to the initial words that were generated by participants, as
the first few words may reflect more strongly than subsequent words the more relevant
ideas associated with the element. This exploratory analysis is one that has not been used in
previous research. In particular, the first word prompted by the stimulus word can be
considered a particularly defining characteristic, as it may be the foremost thought to be
expressed. The current study explored these initial associations to determine any difference
that might be seen across different groups.141
The analyses also included assessing the similarity and dissimilarity between lexicons. This
was established by computing an association index as described by Di Giacomo (1980)
1.
This measure of association produces an 'r' value that is assessed in a similar way to a
correlation, although it varies only between 0 and +1: the higher the value (closer to +1),
the greater the similarity between lexicons. The subsequent matrices of associations were
used as indications of proximity between elements and analysed using multidimensional
scaling computed via the PROXSCAL method available in the Statistical Package for the
Social Sciences (SPSS). This produces a "map" of the similarity between lexicons with the
representation expressed as distance between stimuli. This was calculated for each group to
present a clear picture of the distribution of each stimulus within the network of stimuli.
5.4.2  Semantic portrayals of the mentally ill and other individuals
As indicated, the words generated by each year level for each of the elements were
condensed into a lexicon of terms by establishing the number of different words. This was
done by generally following the rules for content analysis as outlined by Di Giacomo
(1980). Firstly, different forms of a word were counted as one word and labelled as the
most common word in the lexicon (e.g. sickness Æ sick). Second, groups of words were
reduced to the most salient word that identified the meaning of the statement where
possible (e.g. "working in the community" Æ works). Third, words that had the same
meaning were identified as the same word (e.g. sick Æ ill).
This procedure was conducted cautiously as the primary purpose was to identify the
semantic field upon which representations could be created and developed. The aim was
not to find the minimum number of words that exemplified a stable representation, as this
could potentially conceal the diversity in what may be considered an evolving dialogue or a
changing representation. Thus, although "sad" may have the same strict definition as
"unhappy", the contexts in which they are used often have different meanings. For example,
it may be appropriate to say, "He is unhappy with his work", but not, "He is sad with his
work". In this case, "unhappy" is more similar to "dissatisfied" rather than the more
                                               
1 Note that the formula as described by Di Giacomo (1980) was presented incorrectly and an approximation
was created based on the formula and statistical aims.  Although this was not ideal, the index still quantifies
the relative similarity and difference between lexicons. See Appendix J for details.142
emotional meaning of "sadness". This conservative reduction of words was considered
important to allow a more detailed exploration of the words that may underlie discourse and
dialogue in the development of these social representations.
Although the data reduction technique was conservative, the size of the lexicon for many
elements still covered a large number of actual words generated. Table 5.1 shows the size
of the lexicon, or the number of unique words, in comparison to the total number of words
generated, as a function of year level and target word. The total number of words differs
between groups due to factors such as group size. A higher percentage indicates greater
diversity, such that there is little similarity in the words used by participants in the group.
For example, a group of 15 people may generate approximately 6-7 words each, giving a
total of 100 words. This total number of words may be condensed, using the above
procedures, into a lexicon of 60 words, indicating that a number of words had been repeated
or had the same meaning as one of the 60 words in the lexicon. Thus, 60% of the words
defined by the lexicon accounts for 100% of the total number of words generated.
Table 5.1. Total number of words generated and lexicon size (as percentage of total
number of words) for representations at each year level.
Target Word
Education
Level
Mentally
Ill
Sick
Person
Normal
Person
Self Psychol-
ogist
Psychia-
trist
Doctor
Non - 97 101 85 94 92 83 95
Psychology (64%) (57%) (62%) (67%) (68%) (70%) (62%)
First-year 95 110 86 98 93 97 107
Psychology (72%) (45%) (63%) (77%) (68%) (57%) (56%)
Fourth-year 103 101 93 103 98 104 97
Psychology (75%) (57%) (66%) (71%) (71%) (69%) (64%)
Masters 86 84 77 84 80 81 84
Students (73%) (55%) (74%) (73%) (81%) (67%) (62%)
Clinical 84 73 67 81 85 79 80
Psychologist (83%) (62%) (73%) (84%) (76%) (68%) (69%)
A number of interesting points can be made from the data in Table 5.1. The vocabulary
used to describe the mentally ill person seems to be wider in psychology students at all
levels, compared to non-psychology students. In particular, clinical psychologists use many
different terms associated with the mentally ill. This may indicate that students enrolling in143
psychology may already have a more heterogeneous understanding of what may be of
importance in their understanding of the mentally ill person, or that their minimal contact
with the field already exposes them to a wider range of ideas. Furthermore, clinical
psychologists use a wide range of unique terms despite generating a smaller number of
words in total. Thus, although Masters students and clinical psychologists generate a
similar number of words in total, clinical psychologists show more variation in the words
they used in association with the mentally ill person. This seems counter intuitive given that
increased homogeneity may be expected in developing a clear understanding in
professional discourse and communication. Alternatively, increased training and experience
at a professional level may provide a greater variation in contact and hence a wider field of
associated terms.
Within each year group, the words associated with the sick person are more consistent, with
a smaller number of common words being generated. This suggests that shared ideas about
the sick person are more easily identified and salient within each group. It is interesting that
first-year psychology students are particularly homogeneous in their association of words,
with less than half the total number of words accounting for the total number of words
generated.
The number of unique words associated with the normal person increases slightly
throughout increasing levels of education and experience, although there is a proportional
similarity across groups. Both first-year groups use a more homogeneous vocabulary of
words in comparison to the Masters students and clinical psychologists. Perhaps a varied
understanding of what is "normal" develops with an understanding of the variety of ways
one can be "mentally ill".
Lexicon sizes of words associated with professionals also showed interesting patterns. For
words associated with the psychologist, as for the normal person, Masters students and
clinical psychologists used a broader vocabulary than first-year student groups, in
comparison to the overall number of words. However, first-year psychology students
showed a more homogenous use of words to describe the "psychiatrist" and the "doctor", in
comparison to the other groups, particularly in regard to psychiatrists.144
Overall, first-year psychology students show greater homogeneity in their responses, either
showing a smaller or similar lexicon size/word total comparison exhibited by first-year
non-psychology students, except in regard to the mentally ill and the self. However, the
extent of this homogeneity differs between target words. This is similarly the case for the
other psychology groups. Whereas greater homogeneity is found for words associated with
sick person within and across groups, greater heterogeneity is found for words associated
with the self (first-year psychology, clinical psychologists), the mentally ill (fourth-year
psychology, clinical psychologists) and the psychologist (Masters students). In comparison,
non-psychology students were more consistent in the degree of homogeneity displayed in
lexicons across target words.
This may indicate that some of the target words are differentially salient for some groups,
extending the breadth of the lexicon for particular words. For example, working with
mental health difficulties on a daily basis may develop different associations in response to
the mentally ill for clinical psychologists in comparison to other target words. Similarly,
developing skills and training in how to be a psychologist, for Masters students, may create
a broader range of words in association with the term psychologist. While the data is
suggestive, it is a finding that could be investigated in future research. Identifying the range
of homogeneity and the reason for varying uniformity in language or ideas associated with
particular concepts may provide an insight into the background for communication between
group members.
5.4.2.1  Representational content: Themes and terms
Given the unstructured and open nature of the task, a large number of words were
generated. As indicated, lexicons for each target word were assessed qualitatively for both
individual words and general themes (see section 5.4.1). The current study focused mainly
on the themes that were represented, as it is the underlying consistencies that provide a
framework for the negotiation of social representations.
Generally, across all groups the words associated with the mentally ill person focused
mainly on disturbance and disruption. This was centred on disturbance of emotion, but also
cognition and sociality, and associated dysfunction. In particular, emotionality featured145
predominantly in connection with the emotion of sadness (e.g. sad, unhappy, depressed) as
well as fear and distress (e.g. scared and stressed). As was found in the repertory grid
procedure, emotionality, and specifically negative emotion, are common characteristics of
the mentally ill. This similarly supports previous research that identifies distress as an
important aspect of the representation (e.g. Morant, 1998; Zani, 1993).
Some themes appeared with different frequency across groups. For example, other types of
disruption and disturbance were mentioned, either specifically (e.g. disabled, limited, not
functioning) or through references to cognition (e.g. confused) and sociality, in regard to
isolation (e.g. lonely) or societal perceptions (e.g. stigmatised, misunderstood). Similarly,
all groups mentioned the notion of assistance in either requiring help (e.g. needs help,
dependent) or receiving help through support or treatment (e.g. medication, counselling,
hospital). Categories and labels were also suggested in association with the mentally ill
person, either through professional terminology (e.g. schizophrenia, depression) or through
lay terminology (e.g. crazy).
In comparing the different year levels, non-psychology students placed a greater emphasis
on the mentally ill as unstable or unbalanced, as found by Zani (1993) and Garcia-
Silberman (1998). They also associated the mentally ill person with the notion of physical
illness, using terms such as sick, unwell, and disease. The more derogatory or stereotypical
labels were also present, such as the mentally ill as retarded, "psycho", associated with the
Hollywood movie "Rain Man", and associated with a "straight jacket". There was also
some direct mention of difference, which decreased with increasing psychology education.
First-year psychology students showed a high use of diagnostic labels and disorders, (e.g.
schizophrenia, depression) whereas the only diagnoses mentioned by non-psychology
students were dementia and autism. There was less of an association with illness, but the
mentally ill were more associated with hospitals and medical treatment. Thus, a shift from a
potentially derogatory perspective in non-psychology students towards the identification
and treatment of the mentally ill, albeit one based on a medical rather than a psychological
model, is apparent even at this early stage of psychology education.146
Fourth-year psychology students showed a small shift away from the psychiatric
identification of the mentally ill with fewer diagnoses mentioned, in the same way that few
conditions were considered a "mental illness" in the mental disorders checklist (see Chapter
3). Although there was some association with ill health, there was a shift towards treatment
associated with the psychological model (e.g. support, counselling) rather than the medical
model. However, the emphasis for fourth-year students is on the social situation of the
mentally ill. They use words associated with social interaction, (e.g. lonely, isolated) as
well as the difficulties from and within society (e.g. stigmatised, powerless). Thus, fourth-
year students identified the social and psychological context of mental illness more strongly
than in previous year groups.
For Masters students, there was some acknowledgment of psychiatric diagnoses (e.g.
schizophrenia, depression, anxiety) as well as a focus on understanding the mentally ill
through negative emotion (e.g. sad, scared). Surprisingly, words associated with treatment
were not as clearly identified in this group in association to the mentally ill. Clinical
psychologists, in comparison, focused on words related to their role in response to, and
treatment for, the mentally ill (e.g. support, client, intervention) in addition to an emphasis
on emotional characteristics.
The themes and terms described above centre on disturbance and disruption in functioning,
such as negative emotionality and social difficulty, as found in previous research such as
Morant (1998), Garcia-Silberman (1998), and Zani (1993). Further, there is a different
emphasis on the themes according to level of education. Although the theme of negative
emotion underlies representations at all levels, there is a movement away from stereotypical
global labels (e.g. crazy, psycho), used by non-psychology students, to diagnostic
categories (e.g. schizophrenia, depression) used by those associated with psychology. These
categories may reflect differentiation as described by Foster (2001) where "mental illness"
is associated with different "mental illnesses". A shift in focus away from medicalised
treatment (e.g. hospitals, medication) was also noticeable in the later levels of education.
These differences may occur in tandem with changes in social identity: as individuals
identify more strongly with the category of psychologist, the emphasis in representations of
the mentally ill alters in accordance with their understanding of their chosen profession.147
It is interesting also, that although there is some acknowledgment of threat through terms
such as "dangerous" and "violent", these terms are not reported with high consistency.
Furthermore, they are entirely absent from the lexicons of Masters students and clinical
psychologists. Perhaps these groups are more resistant in their personal acceptance of this
aspect of the representation (see Breakwell, 2001), and so they are less likely to express this
theme.
The terms and themes outlined above can be grouped into what may be a method of dealing
with the "mentally ill person", that may have different emphases at different times. First,
the associated words can be seen to focus on identifying difference and the source of that
difference (e.g. emotionality, dysfunction, problems, illness). Second, there is a consistent
notion of labelling this difference, with, as indicated, either professional diagnoses (e.g.
schizophrenia) or lay terms (e.g. weirdo). Given that a difference is established, there is
some focus on response through assistance, in respect to response requirements (e.g. needs
help, dependent) and response provision (e.g. treatment, medication, hospital).
These themes also seem to reflect categories which are presented as the goals of
psychology - to describe, understand, predict and control behaviour, terms that are often
stated in introductory psychology textbooks (e.g. Coon, 1998). Thus, in describing,
classifying and naming (ie. identifying and labelling as described above) various issues
related to the mentally ill, there is a focus on describing their negative emotions, which is,
in effect, how the mentally ill are impaired. Those in psychology use scientific systems to
classify and label the mentally ill through diagnoses, while those not in psychology refer to
common terms and the notion of difference. Although fewer terms were used in relation to
understanding and explaining the mentally ill, responses emphasising ill health and
sickness may some way of grasping cause in an area where exact cause is largely debated
and remains somewhat elusive.
Words also focused on prediction, for example, anticipating isolation, problems,
dependence, and needing help. Fourth-year psychology students also predict broader social
reactions to the mentally ill. Finally, the aspect of control or influencing behaviour is
reflected in words associated with treatment and intervention (or response provision).
Whereas first-year students emphasise the domain of medicine and institutions in148
influencing behaviour, this decreases with increasing education and training in psychology.
In particular, clinical psychologists emphasise this component given that on a daily basis
they are working to influence the behaviour of those with mental health difficulties. For
those with little education in psychology, there seems greater reliance on the common
notions of the institutionalised mentally ill.
The themes outlined above identify important aspects of representations that have been
expressed through word associations. Generally, as found in the repertory grid study and
previous research, negative emotionality and assistance (requiring help and providing help)
were common themes. The above discussion, however, also suggests how such content may
be generated as individuals and groups - be they in the field of psychology or not - try to
describe, understand and respond to the mentally ill person. Furthermore, the social context
of the group relevant to the mentally ill (e.g. novice, student, or expert) may emphasise
different aspects of these themes depending on the salience of specific concepts at a
particular time.
There were a number of clear themes associated with words generated about the sick
person. As expected, all groups most commonly identified ill health and sickness as a
characteristic. Various symptoms commonly associated with illness were also consistently
mentioned (e.g. vomiting, tired, pain) as were common diagnoses (e.g. colds, flu, cancer).
Furthermore, like the mentally ill, there was some reference to negative emotions (e.g. sad,
unhappy). Treatment was also consistently mentioned, including common remedies (e.g.
bed, rest) and formal intervention (e.g. hospitals, medication). There were few clear
differences between the year groups in words associated with the sick person.
Thus, there were some similarities between themes apparent for the mentally ill and those
generated in response to the sick person (e.g. negative emotion, treatment) despite
occasional difference in specific terms (e.g. focus on physical compared to psychiatric
diagnoses). Although there were no themes that clearly contrasted with the mentally ill,
there was a general absence of terms related to isolation or the social "plight" that was
associated with the mentally ill (e.g. stigmatised, misunderstood). This suggests that, within
the representations, greater social consequences are implicated for the mentally ill rather
than physically ill.149
In words associated with the normal person, a greater contrast in themes was noticeable. In
comparison to the mentally ill, the normal person was associated with positive emotion
(e.g. happy, content), and was contrasted with the sick person by identifying the normal
person as healthy. The notion of sameness was also consistently specified; the normal
person was "average" and "common", in contrast to the theme of difference found in words
associated with the mentally ill. Some groups mentioned the concept of balance (e.g.
fourth-year students), and lifestyle factors such as employment and relationships (e.g. first-
year and fourth-year psychology students). There was also an emergence of positive
qualities (e.g. caring) as well as negative qualities (eg boring). This partly supports results
by Zani (1993) whereby the normal person was associated with a number of positive
characteristics, but also with some less positive attributes. Overall, however, words
associated with the normal person contrasted with both the mentally ill and the sick person,
as was found in the repertory grid data.
Word associations in response to "yourself" similarly contrast with the negative
emotionality of the mentally ill person, (e.g. happy as opposed to sad), although there was
some occasional recognition of distress and impairment (e.g. stressed, tired). There was a
much greater general consistency in the common characterisation of the self with positive
qualities (e.g. caring, loving). However, given the diversity of individuals and the openness
of the task, the words associated with the self are many and varied. For example, first-year
psychology students emphasised social characteristics (e.g. sociable, friendly); fourth-year
students cited words associated with study and education, while Masters students
mentioned intelligence. Generally, however, as with the repertory grid task, the notions of
positive emotion and positive qualities were apparent in responses to the self.
Themes associated with the psychologist generally focused on the psychologist as
providing assistance (e.g. helpful, helper), in comparison to the mentally ill who needs
assistance. In addition, various role-related characteristics were emphasised. These included
related titles and labels by both first-year student groups (e.g. shrink, counsellor) that were
sometimes associated with the medical profession (e.g. doctor, medication). Non-
psychology students also described observation and assessing thought (e.g. observer,
questioning, mind, thought invading). There was also some mention of education, study,150
and research, with few clearly positive qualities cited or few negative word associations
(e.g. expensive).
First-year psychology students more often cited the psychologist's positive qualities in
cognitive capacity (e.g. intelligent) and in disposition (e.g. caring) with few negative
qualities. Role-related tasks were also mentioned (e.g. listener, problem solver) as well as
being connected to knowledge and education. Fourth-year students showed a similar
emphasis on positive qualities and role tasks, whilst occasionally adding the psychologist as
a professional or associated with university. The psychologist was also more often related
to therapy rather than medication. Unlike the first-year psychology students, however, there
were some various negative qualities.
The Masters students focused on the role of the psychologist (e.g. listener, helper), with
again occasional mention of the psychologist as a professional. Positive qualities were also
mentioned (e.g. caring) with occasional mention of various negative qualities (e.g. aloof).
Clinical psychologists also highlighted the psychologist as professional as well as using
other role-related words. Positive qualities were prominent with very few negative qualities
mentioned.
Representations of the psychologist, then, varied according to level of education and
experience in psychology. Whilst all groups consistently highlighted the psychologist in
relation to their main role (i.e. helper), as found in De Paolis' (1990) study, other
characteristics varied. The notion of psychologist as helper can be related to the "way of
doing", with often cited personal characteristics (e.g. caring) being related to the "way of
being" as described by De Paolis (1990). For the first-year non-psychology student, the
"doing" seemed vaguely connected to the mind and thought, whereas psychology related
groups provided more specific words (e.g. listen), that increased in specificity with
increasing professionalisation (e.g. CBT, "allied health"). This increase in specificity would
be expected as knowledge is gained about the role of the psychologist and clinical
psychologist throughout the course of education and training. The frequent association of
the psychologist with the general notion of "therapy" in fourth year also suggests a
transitional stage between knowledge of the general role and knowledge of specific tasks.151
From fourth year, the psychologist as "professional" was also mentioned, highlighting
socialisation influences on the awareness of the psychologist's position in society. The
emphasis on positive and negative characteristics also changed, with non-psychology
students providing few positive and few negative characteristics. First-year psychology
students on the other hand, seemed to characterise the psychologist quite positively (e.g.
caring) with few negative words. Perhaps, due to their recent selection of psychology as
their future profession, presenting a positive characterisation of the psychologist reaffirms
their decision. From fourth year, the diversity in positive personal attributes is noticeable.
Fourth-year and Masters students expressed occasional negative characteristics, indicating
that the psychologist in training may sometimes have criticisms, perhaps in trying to
determine how their own personal positive attributes may make a contribution to the
profession. This range of semantic cues identifying the "way of being" that may change
with professionalisation is an interesting one that could be explored in future research.
The work by Palmonari et al (1987) regarding the "types" of psychologist may also be of
relevance. Although such prototypes were not clearly defined in the lexicons, fragments of
each type might be defined. For example, there was an occasional reference in the first and
fourth-year groups to the stereotypical "couch" and "shrink", that are commonly associated
with psychotherapy, particularly psychoanalysis. As well as general first-year students
describing what may be seen as a "probing of the mind". Although stereotypical terms were
infrequently mentioned, it does highlight that such prototypes may still partially exist,
perhaps lingering from popular media sources. In addition to the psychologist as traditional
psychotherapist (Palmonari et al., 1987), the psychologist as educated technician
responding to the individual was also apparent in the frequent associations with knowledge,
education and role references (e.g. CBT). Similarly, fourth-year students also mentioned the
role of the university psychologist. It is interesting that the roles of the psychologist as
political activist or solving problems at a social level were largely absent from the lexicons
of these groups. Given the emphasis on the individual in psychology education and training
in Western Australia, the absence of reference to such prototypes is likely to be more than
just coincidental.152
It is interesting that words associated to the psychiatrist also differ in some ways between
groups. Both first-year groups describe the psychiatrist as helpful, as well as using lay terms
such as "shrink" and the stereotypical "couch". However, although non-psychology students
occasionally associated the psychiatrist with the medical model, this was overwhelmingly
the most common theme used to represent the psychiatrist by psychology-related groups.
First-year and fourth-year psychology students frequently cited medication related terms
(e.g. medication, prescription) and the word "doctor", while Masters students and clinical
psychologists specifically related the psychiatrist to their medical education (e.g. medical,
medical model). This theme was even more noticeable in relation to the psychiatrist than in
association with the target word doctor. In developing a distinct identity, it is clear that
even from initial contact with the psychology profession, there is some effort to
differentiate their chosen profession from other groups specifically related to mental health
services.
The emphasis on the psychiatrist's task of prescribing medication coincided with the
elimination of the psychiatrist as helpful in the lexicons of groups with greater psychology
education and experience, with little mention of this characteristic beyond first-year. There
were also fewer words associated with knowledge and education or other role related
words. Further, within each group, there were more negative characteristics cited than for
the psychologist, usually in relation to being distant (e.g. uncaring, condescending), and for
psychology-related groups, there were clearly fewer positive personal characteristics
mentioned. Thus, as was the case in the repertory grid task, higher-level psychology
students portray the psychiatrist as somewhat different and comparatively less favourable
than in representations of the psychologist.
The target word doctor was also connected to the medical model, though less so than in
response to psychiatrist in psychology-related groups. For non-psychology students, the
doctor was commonly associated with being helpful and caring, as well as with role-related
tasks and the process of treatment (e.g. medication, surgery, waiting rooms). For first-year
psychology students, role-related words were common (e.g. sickness, hospital, medicine,
needle), and words associated with intelligence were more commonly cited than for the153
psychiatrist. Positive personal characteristics were also more frequent than for the
psychiatrist (e.g. caring).
Illness and medication were also associated with the doctor by fourth-year and Masters
students, with some mention of the medical nature of the profession. For fourth-year
students, a variety of role-related associations was evident (e.g. various instruments). In
addition, although there were occasional positive characteristics mentioned, there were still
some negative attributes indicated (e.g. arrogant), which was similarly the case for Masters
students who also mentioned their busy nature (e.g. rushed). Clinical psychologists
similarly emphasised the medical basis of the profession, but also differentiated the doctor
as a "GP" (General practitioner), ostensibly to separate other qualified individuals, such as
psychologists, who carry the title of "Dr". As with words associated with the psychiatrist by
psychology-related participants, although doctor attributed with more positive
characteristics than for the psychiatrist, some differentiation between the psychologist and
the doctor remains noticeable.
Overall, from the lexicons generated, the themes dominating representations of the mentally
ill person are those of negative emotion, requiring help, the social context of mental illness
and various associations with treatment options. The emphasis on these aspects may vary
between groups according to their involvement with the mentally ill in a professional
capacity. Similarity to the sick person was evident in both direct mention of illness when
describing the mentally ill, as well as in some association with negative emotions and
association with treatment. However, the sick person was also differentiated from the
mentally ill person by the lack of social context and social consequences for the sick
person. The normal person and the self were contrasted with the mentally ill and the sick,
with mainly positive emotion and positive functioning (e.g. healthy) in most groups.
However, the self may be differentiated from the normal person through the presence of
more positive characteristics and the normal person as clearly "average". As in the
repertory grid data, the psychologist was contrasted with the mentally ill in being helpful as
opposed to needing help. While the psychiatrist may be represented in a similar way, those
in the field of psychology may differentiate the help of a psychiatrist on the basis of a
medical rather than a psychological perspective. They may also be seen less positively than154
the psychologist may. The doctor, similarly, is positioned in the realm of the medical,
whose focus is less on the mentally ill and more connected to the physically ill.
5.4.2.2  Representational content: First impressions
The current study also investigated the first words expressed in association with each of the
target words in an attempt to determine the initial frame of reference created by the groups.
For example, in regard to the psychologist and the psychiatrist, do the groups recognise
their similarities, qualifying their similarities after their initial response, or are those
differences present from the outset? Such an analysis may represent the clearest
associations and can help to establish the framework in which discussion about particular
objects may begin (see Appendix K for the list of first words).
Initial words expressed in response to the target word mentally ill person (see Table 5.2)
show a pattern similar to the general themes and terms described in the previous section.
However, while negative emotion was cited as a prominent theme, it was not always cited
most commonly in the first instance. For non-psychology students, the more stereotypical
lay terms (e.g. crazy, weirdo), as well as illness and instability, were prominent. For first-
year psychology students the words varied, but concentrated mainly on specific diagnoses
as well as negative emotion. Perhaps at this stage they are already developing a more
scientific understanding of the mentally ill, or are more aware of such information already
in the community. Given that they have enrolled in a psychology degree, it may be
expected that such an initial response would be focused in these areas. This reflects
previous findings in the repertory grid study (Chapter 4) and disorders checklist task
(Chapter 5), where the difference and strangeness of the mentally ill defined by non-
psychology first-year students contrasts with the notion of distress emphasised by first-year
psychology students. It is also interesting to note that first-year and fourth-year psychology
groups make an initial positive reference.
Similarly, fourth-year students present the social and institutional context of mental illness
(e.g. isolated, stigmatised, institution) as well as various diagnoses. However some
reference to common terms (e.g. insane, crazy) are still present for this group, as with all
psychology student groups, and is the second word for one clinical psychologist. If, as155
Markova (1996) indicates, social representations are relatively automatic, then it may be
expected that years of associating the mentally ill with such expressions may linger in some
way despite gaining scientific knowledge.
Table 5.2. Categories of first words expressed in word associations of the "mentally ill
person"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Negative
Emotion
6% 18% 25% 21% 14%
Category/label
Diagnoses 6% 24% 12% 21% 14%
Lay terms 31% 6% 12% 7%
General -6 %6 %-2 1 %
Social context - 6% 19% 14% 14%
Insitutions 6% 6% 12% 7% -
Illness 25% - 6% 14% -
Therapy related - - - 14% 21%
Imbalance 19% 6% - - -
Positive
characteristic
-6 %6 %- -
Note: Table does not show single word categories unless expressed by more than one group.
Masters students initial responses are divided amongst various categories, including
diagnoses, negative emotion, illness and social context.  Therapy related terms (e.g.
empathy) also appear, as it does for clinical psychologists, who also predominantly cite
terms related to the notion of psychiatric categories and diagnoses (e.g. psychiatric
diagnosis, depression) as well as negative emotion and social context. Thus, the first words
cited often reflect the changing relevance and understanding of what is associated with the
mentally ill person, depending on education and experience (e.g. assessment issues and
treatment for clinical psychologists). As suggested by Bangerter (1995), the exposure to
scientific knowledge in education may partially alter the emphasis of particular themes,
while some common representations continue to linger.
The first word responses in regard to the sick person showed consistent themes across all
levels, again highlighting a relatively cohesive representation (see Table 5.3). The sick156
person was mostly associated with general terms indicative of illness (e.g. sickness,
unhealthy) as well as various diagnoses (e.g. flu). Most groups also cited aspects associated
with treatment and recovery (e.g. bed) and various symptoms or effects (e.g. nausea,
vomit). Although there were some differences between groups, there was a clear initial
common ground inn understandings of the sick person.
Table 5.3. Categories of first words expressed in word associations of the "sick person"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Illness/Disease 50% 29% 44% 43% 43%
Treatment/
Recovery
19% 18% 19% - 14%
Diagnoses 12% 12% 6% 7% 7%
Symptoms 6% 24% 12% 29% -
Negative
Emotion
- - 6% - 14%
Needs assistance - - 6% 7% -
Note: Table does not show single word categories unless expressed by more than one group.
Similarly, words generated initially in response to the normal person are defined by a
commonality across groups around the theme of sameness and normality (e.g. average; see
table 5.4). In contrast to the mentally ill person, there was also some reference to positive
emotion (e.g. happy) and contrasted with the sick person, most groups mentioned positive
functioning (e.g. healthy). Some initial responses could be construed as expressing negative
characteristics (e.g. boring) and perhaps challenging the notion of "normal" as ideal. Also
fourth-year students occasionally cited economic related terms and specifically
employment, perhaps comparing the normal person with their own situation of studying.
The first words cited in response to the self were varied, showing few clear consistent
categories across groups. Generally, though, first-year non-psychology students most
commonly referenced labels for the self (e.g. me) as well as socially desirable
characteristics (e.g. caring). First-year psychology students included socially desirable
characteristics (e.g. caring) and positive emotion (e.g. happy) as well as demographic
categories (e.g. young, male). Fourth-year students included role-based labels (e.g. student)157
and socially desirable characteristics (e.g. kind), while Masters students included qualities
expressing competency (e.g. striving), and clinical psychologists included positive
functioning (e.g. healthy). Overall, while the words varied, they could be seen to reflect
positive connotations in regard to functioning, emotion, and personality. As with first
words associated with the normal person, the words characterising the self most commonly
contrasted with those generated in response to the mentally ill and the sick person.
Table 5.4. Categories of first words expressed in word associations of the "normal person"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Sameness/
Normality
31% 35% 25% 36% 29%
Positive function 6% 18% - 7% 29%
Positive emotion 19% 12% 25% 29% 14%
Negative
characteristics
- - 12% 14% -
Balance 6% 6% 6% - 7%
Reference to self 12% - 12% - -
Economic 6% 6% 19% - -
Note: Table does not show single word categories unless expressed by more than one group.
The first words associated with the psychologist also varied, indicating diversity in initial
expressions of the representation (see Table 5.5). However, for most groups, the common
terms focused on the tasks of the psychologist and various positive characteristics (e.g.
caring), again focusing on the "way of doing" and the "way of being" described by De
Paolis (1990). However, the role and task related words could be seen to vary, reflecting the
pattern of general themes described previously.
For non-psychology students, the role-related words seemed to be connected to
stereotypical notions of psychotherapy (e.g. questioning, analysing, couch), a stereotype
that may be suggested by the occasional inclusion of the word psychiatrist. First-year
psychology students were consistent in describing the psychologist in the role of assisting
others (e.g. helper, helpful). As suggested by repertory grid findings, given that psychology158
students may enrol in the program primarily with the desire "to help" people, the foremost
association is likely to be one of assistance.
Table 5.5. Categories of first words expressed in word associations of the "psychologist"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Therapy/counsel - 12% 12% 14% -
Role/Task
related
31% 47% 12% 29% 43%
Positive
characteristics
12% 18% 12% 14% 29%
Negative
characteristics
6% - 12% 14% 7%
Lay terms 6% 6% 6% - -
Academic - 6% 12% - -
Self reference -- - 7 % 7 %
Other titles (e.g.
doctor)
19% 6% 6% - -
Mental illness/
disorder
6 % -6 % 7 %-
Note: Table does not show single word categories unless expressed by more than one group.
In comparison, fourth-year psychology students who may have developed a broader
understanding of the psychologist include the general notion of therapy as well as
occasional terms related to academia (e.g. researcher, lecturer). For fourth-year students,
however, the diversity of responses is clear and although most seem positive or neutral,
there are occasional negative terms (e.g. weird). Masters students also show occasional
initial words that are negative (e.g. aloof) although positive role related words and
characteristics were also present (e.g. caring, healer). In comparison, clinical psychologists
were more consistent in presenting positive role related terms and characteristics (e.g. clear
thinking, cool, helps).
Perhaps, again, some initial responses that may be stereotypical persevere from common
understandings, or perhaps there is some movement in some groups to differentiate the
"good psychologist" from the "bad psychologist". In either case, it is unexpected that an
initial, potentially automatic response that disputes the positive image of their future159
profession may be present. Future research could explore the function of such divergence
and its potential impact on dynamic, changing representations. For example, De Paolis
(1990) monitored a similar differentiation between ideas of the psychologist by asking
professionals to describe "the ideal psychologist" and the "typical psychologist". Generally,
though, the psychologist can be contrasted with the mentally ill person by specifying that
the psychologist assists, and how they assist (e.g. therapy). Occasionally they are directly
associated with the mentally ill by citing words such as "mental illness".
In responding to the target word psychiatrist it was clear in all groups that positive
characteristics were not frequently specified as an initial reaction (see Table 5.6). For non-
psychology students this includes a number of negative terms (e.g. condescending) as well
as initial words that may be related to more stereotypical ideas and lay terms (e.g. "shrink",
couch). First-year psychology students also frequently mention the lay term "shrink" in
their initial responses as well as various role-related terms (e.g. fix problems). Furthermore,
first-year psychology students, like all psychology-related groups, associate the psychiatrist
with the medical model (e.g. medical, prescription). Thus, for the psychologist and the
psychologist in training, many see the role of medication and the medical model as
particularly salient in the work of the psychiatrist.
Table 5.6. Categories of first words expressed in word associations of the "psychiatrist"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Medical/
Medication
- 19% 25% 36% 21%
Role/Task related 25% 24% 6% 29% -
Positive
characteristics
-6 %6 %- 7 %
Negative
characteristics
25% 6% 12% 12% 36%
Lay terms 21% 29% 12% - -
"Doctor" 6% 6% 12% 7% 14%
Mental illness 6% - 12% - 7%
Note: Table does not show single word categories unless expressed by more than one group.160
Fourth-year psychology students again showed diversity in responses, with a number of
different categories providing the first expression, including the terms "shrink", and
"doctor", the inclusion of negative characteristics, as well as emphasising their association
with "mental illness". At a fourth-year level, scientific knowledge and education may have
provided a deeper understanding of the mental health profession, but their initial response
may be more heterogeneous as they attempt to define their future relation to the profession.
This ambiguity or variety in responses may relate to notions of inconsistency in
representations (e.g. Rose et al, 1995), particularly during what may be an uncertain time in
terms of continuing with postgraduate education.
Masters students mainly included words related to the medical basis of psychiatry, as well
as some general role related words (e.g. health professional). Clinical psychologists also
specified more negative words (e.g. cold, distant). Perhaps in these later stages, the
recognition of competing professions in mental health services compels those in
psychology, in the initial response, to differentiate themselves from other relevant
professionals in an attempt to establish their role. For the clinical psychology trainee, this
may be in the "way of doing", contrasting therapy and related tasks with the medical nature
of psychiatry. For the clinical psychologist it may also be in the "way of being", better
suited inherently in assisting and responding to those with mental health difficulties.
The first word responses to the target word doctor showed greater consistency, as was the
case with the sick person (see Table 5.7). In particular, role-related and task-related words
were general (e.g. healer, helper) and specific to assisting physical health problems (e.g.
stethoscope, white coat). First-year student groups also cited a number of positive
characteristics (e.g. caring), and first-year psychology students, in particular, sometimes
directly associated the doctor with illness (e.g. sickness). In the later stages of education
and experience there was a greater emphasis on associating the doctor with medical-based
terms, perhaps again to differentiate the doctor from the psychologist. Furthermore, clinical
psychologists clearly specify the doctor as the general practitioner (GP), who ostensibly
deals with physical health rather than mental health. In this way, perhaps enough of a
difference is created in the professional practice "way of doing", such that differentiation in
the "way of being" is unnecessary.161
Table 5.7. Categories of first words expressed in word associations of the "doctor"
Non -
Psychology
Students
First-year
Psychology
Students
Fourth-year
Psychology
Students
Masters
Students
Clinical
Psychologists
Medical/
Medication
6% - 19% 29% 21%
Role/Task related 25% 35% 44% 43% 14%
Positive
characteristics
19% 24% 12% - 7%
Negative
characteristics
6% 6% 6% 7% -
"GP" - 6% - - 29%
Illness 6% 24% 12% - 7%
Note: Table does not show single word categories unless expressed by more than one group.
In sum, the initial words generated tend to reflect the themes previously described. The
mentally ill person is generally represented with negative associations, with non-
psychology students including potentially derogatory terms and emphasising instability.
This shifts towards more neutral words, or scientific diagnoses, being cited with increasing
education in psychology. However, diagnoses may still imply impairment, given that they
are associated with various criteria, and there are still very few positive terms provided as
the first response to the mentally ill person. It should be mentioned though, that while
negative emotionality was clearly a common ground for all groups and appeared as the
dominant theme, the initial response was not always one associated with the sadness or
distress of the mentally ill.
There were some similarities between words first expressed in response to the sick person
and those prompted by the mentally ill person. These similarities were reflected in notions
of illness, symptoms, diagnoses, the requirement of assistance and recovery. In comparison,
the normal person was most often associated with a sense of sameness and representing the
average, but also with positive functioning in health, emotion, and sometimes in work.
Similarly the words most commonly cited as the first response to yourself often expressed
positive character, positive functioning, and positive emotion.
In the first words generated for the health professionals, role and task related words
predominated in most groups. The more stereotypical ideas of the psychologist and162
psychiatrist as the "shrink" with a "couch" seemed to provide the theme for words
generated by non-psychology students. Psychology-related groups differentiated between
the psychologist and the psychiatrist from the outset, reaffirming the general themes already
described (see section 5.4.4.2). Specifically, the inclusion of medical-based terminology
differentiated the psychiatrist on the basis of professional practice. Furthermore, for some
clinical psychologists, this differentiation extends to being personally suited to the task, or
rather to psychiatrists not being personally suited to the task.
5.4.3  Representational structure: Similarities and differences between lexicons
An association index, based on that described by Di Giacomo (1980) was used to calculate
the similarity between the words generated in each dictionary, or lexicon. These indices do
not simply assess the similarity between how the two elements are viewed, but in the words
and concepts associated with each element. Furthermore, each score does not take into
consideration the frequency of the word, but only the presence and absence of the word.
Thus, if "medication" is present in the lexicon defining the mentally ill person, as well as
the psychiatrist, but not with the psychologist, then there will be a higher associative score
between the psychiatrist and the mentally ill. Although this increases the complexity in
interpretation, it provides a unique opportunity to explore the relationship between the
contexts defining the individuals, not just the similarity between the descriptions of the
individuals. All association indices were calculated between lexicons within groups and
general comparisons between the structure of each group network were made.
In order to assess the structure of the network, the association indices were analysed using
the PROXSCAL multidimensional scaling (MDS) procedure as part of the SPSS 10
statistical package. For the sake of clarity, the matrix for each group was analysed
separately to enable an easier visual comparison between groups of the network of
associations (see Figures 5.1 to 5.5). The MDS procedure produces a geometrical
representation (or "map") of the similarities and differences between the lexicons in a
configuration of points designed to visually display distances between objects. It can
therefore provide a greater insight into how the various elements are viewed as it takes into
consideration associations between all the pairs, rather than just one pair at a time (Borg &
Groenen, 1997).163
Mentally ill
Sick person
Self
Normal person
Doctor
Psychiatrist
Psychologist
Figure 5.1. MDS position of target words in two-
dimensional space (First year non-psychology students)
Sick person
Doctor
Psychiatrist
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Mentally ill
Figure 5.2. MDS position of target words in two-
dimensional space (First year psychology students)
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Doctor
Sick person
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Self
Figure 5.3. MDS position of target words in two-dimensional
space (Fourth year psychology students)164
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Figure 5.4. MDS position of target words in two-
dimensional space (Masters students).
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Figure 5.5. MDS position of target words in two-
dimensional space (clinical psychologists).165
The configuration of points is plotted on a number of dimensions that may show underlying
themes of contrast. As the number of objects to be compared was small, the MDS was
restricted to two dimensions to prevent the solution "overfitting" the noise (see Borg &
Groenen, 1997) as well as being more suitable for illustrative purposes (Cox & Cox, 2001)
and comparisons. Despite this restriction, the stress measure on each of the representational
maps (Stress1 < 0.10) could be considered "fair" according to Kruskal & Wish (1978).  For
the purposes of the current study, it is the relative distances revealed by the scaling
procedure that is of interest rather than determining particular dimensions.
In addition, in order to aid comparison between groups, the MDS maps were transformed
such that the self was positioned at the same end of the horizontal continuum in each map.
These transformations involved only rotation and reflection and are admissible, according
to Borg and Groenen (1997) as they are invariant, maintaining the order relations between
objects. These transformations were designed to increase interpretability of the maps to
explore the pattern of distances. It should also be noted that although some relational
distances within the network may be expected based on previous research (e.g. greater
distance between self and mentally ill person) the procedure is still largely exploratory.
Analyses of the data also included assessing the proximity matrices produced for each
group. In examining the association indices between the lexicons generated by non-
psychology students, the strongest similarity occurs between lexicons representing the
professionals, particularly the psychologist and the psychiatrist, and to a lesser extent the
doctor and psychiatrist (see Table 5.8). As may have been expected, the normal person
shows the highest similarity to the self despite the wide-ranging words in the lexicons for
both these terms. Furthermore, the sick person is seen as most similar to the mentally ill
person. These findings generally support the data from the repertory grids as well as the
themes suggested in regard to the lexicons themselves.
In contrast, the lexicon for the normal person is least similar to that of the mentally ill
person and the sick person. These students also show a higher relationship between the
psychiatrist and the mentally ill as compared to the psychologist and the mentally ill.
Perhaps these students see the psychiatrist and the mentally ill as being more closely
associated due to their association with the medical model (e.g. medication) or perhaps the166
psychiatrist is actually seen as similar to the mentally ill (e.g. crazy). A more detailed probe
of the full meaning behind the associated words could determine how the words are
intended.
Table 5.8. Similarity indices between lexicons for first-year students not enrolled in
psychology.
Mentally
ill
Sick
person
Normal
person
Self Psychol-
ogist
Psychi-
atrist
Sick Person 0.20
Normal Person 0.02 0.02
Self 0.13 0.17 0.24
Psychologist 0.05 0.05 0.07 0.14
Psychiatrist 0.12 0.12 0.09 0.18 0.38
Doctor 0.08 0.16 0.11 0.17 0.15 0.26
The MDS representation depicts the relation clusters already described (see Figure 5.1;
Stress1 = 0.0847). The professionals (psychologist, psychiatrist, doctor) appear grouped
towards the same area. The sick person and the mentally ill are similarly grouped together,
opposing the health professionals at the other end of the continuum. The normal person and
the self are also shown in relatively close proximity, also somewhat distant from the sick
person and the mentally ill person.
First-year psychology students, like the general first-year students, show the highest
similarity between the lexicons for the health professionals, particularly the psychologist
and psychiatrist (see Table 5.9). This suggests that although the psychiatrist may be
associated with, and perhaps differentiated as a result of, the medical model, there remains
a similarity in the terms used to describe both the psychologist and psychiatrist. This
noticeable similarity may be related to first-year psychology students' generally more
positive representation of the psychiatrist in comparison to the other psychology related
groups, such as the greater frequency of terms related to being "helpful".167
The normal person and the self are also described relatively more similarly than other target
words in the matrix. In comparison, the mentally ill and the normal person are again
represented as dissimilar, whereas the mentally ill and the sick have some overlap in
associated words. It is interesting that, again, there is connection between words used to
describe the mentally ill and the psychiatrist. Perhaps at this stage, the mentally ill are seen
as having more serious psychological problems (e.g. schizophrenia) that are more closely
associated with psychiatrists and psychiatric intervention (e.g. medication).
Table 5.9. Similarity indices between lexicons for first-year students enrolled in
psychology.
Mentally
ill
Sick
person
Normal
person
Self Psychol-
ogist
Psychi-
atrist
Sick person 0.24
Normal person 0.07 0.06
Self 0.08 0.08 0.35
Psychologist 0.14 0.11 0.15 0.15
Psychiatrist 0.20 0.13 0.15 0.09 0.48
Doctor 0.08 0.15 0.14 0.19 0.31 0.35
The MDS procedure displaying the spatial representation of the target words for the first-
year psychology student presents these associations, though somewhat differently from the
non-psychology student group (see figure 5.2; Stress = 0.070). In the context of all the
associations presented, the similarity between the psychologist and the psychiatrist is most
prominent, separated to a certain extent from the doctor. Although the self and the normal
person are again in relatively close proximity, the sick person and the mentally ill person
are differentiated. This configuration of points resembles Zani's (1993) two-dimensional
representation, with the self and the normal person in relatively close proximity at one end
of the continuum, and the mentally ill and sick person divided at the other end of the
continuum. For Zani's participants, one dimension seemed to represent deviation from
"normality", whilst the second dimension divided physical illness from mental illness. This
framework of understanding may also be of some influence with the first-year psychology
students in the present study, with the professionals being divided between their role in
physical health (doctor) as compared with mental health (psychiatrist, psychologist). Thus,168
for the novice psychology student, the similarities in the provision of mental health services
may outweigh the similarities in dependence on the medical model.
It is noteworthy that this structural representation contrasts with that of the student group
not enrolled in psychology. Although there is some similarity in the lexicons used to
describe both the mentally ill and the sick person, the strength of association between other
elements reveals itself through a greater difference between the two than may be expected
from previous findings. Perhaps the first-year psychology student is more intently focused
on developing an understanding of their chosen profession and, with the comparative
elements in the matrix, the emphasis in association and differentiation stems from this
professional focus.  The non-psychology student group in comparison, without such focus,
may emphasise the difference per se, from themselves and normality.  Why and how this
differs for the non-psychology student in contrast to Zani's (1993) findings may be an area
worth investigating in future research.
It is noticeable that the vocabulary used by fourth year in association with the elements is
broader; they use more terms with varying meanings, such that the similarity between
lexicons across the matrix is generally lower (see Table 5.10). The highest similarity is
between the psychiatrist and the psychologist, although one of the lowest associations is
between the self and the psychiatrist. Perhaps, as the roles of the psychologist and the
psychiatrist become more concrete, they are still seen as similar, but the notion of the self
becomes more ideologically opposed to the ways of the psychiatrist, with the psychiatrist
being seen more negatively (e.g. detached, uncaring, uneducated). Like the first-year
student groups, the fourth-year students also describe the self and the normal person with
comparatively more similar terms than other elements in the matrix.
The MDS representation highlights several of these associations (see Figure 5.3; Stress1 =
0.0287). The professionals are clustered closer together, as is the normal person and the
self. It is interesting, however, that like the first-year psychology students, the mentally ill
are shown as separated from the sick person. Again, the relative associations between other
elements in the matrix may highlight a larger difference than expected, although in this case
the differentiation is less clearly attributable to an opposition of physical and mental illness.
Whether students at this stage more clearly identify a difference between the mentally ill169
and the sick person, or whether their focus on the similarities between the "helping"
professions overemphasises that differentiation may need to be clarified.
Table 5.10. Similarity indices between lexicons generated by fourth-year psychology
students.
Mentally
ill
Sick
person
Normal
person
Self Psychol-
ogist
Psychi-
atrist
Sick person 0.19
Normal person 0.04 0.02
Self 0.08 0.02 0.24
Psychologist 0.14 0.05 0.11 0.14
Psychiatrist 0.13 0.14 0.06 0.04 0.31
Doctor 0.06 0.13 0.07 0.13 0.24 0.21
The Masters students' patterns of association indices follow a similar theme to those already
described for the other student groups. Generally, the association indices between the
professionals are relatively high compared to others in the matrix (see Table 5.11).
However, for the Masters students, unlike the previous groups, the highest association is
between the doctor and the psychiatrist rather than the psychologist and the psychiatrist.
This may support previous arguments that at this level, those who have a greater interest in
mental health aim to differentiate themselves from others groups who have a role in this
area. The similarity between the psychologist and the psychiatrist may still be present given
that both are mental health professionals, but Masters students may also begin to anchor the
psychiatrist away from the self by anchoring the group to the doctor. As indicated in the
discussion of themes and first impressions, the association of the psychiatrist with
medication may be the vehicle through which this occurs.
This position is also supported by the lack of similarity between the self and the doctor, and
the self and the psychiatrist. Perhaps Masters students are redeveloping the relational
position of the psychologist to others, and in turn redeveloping the relation of the self to
others. In this way, identity processes and social representations operate conjointly (see e.g.
Brewer, 2001). The psychologist is increasingly differentiated from the psychiatrist - a
competitor in mental health - through their connection to the medical model, like the170
doctor. However, the distance between the self and the psychologist is still apparent; they
still are "clinical psychology trainees" who are not yet worthy of the title of "psychologist".
To consolidate this, perhaps the trainees differentiate the terms of reference used in
association with the self and those used in association with the medical profession.
Table 5.11. Similarity indices between lexicons generated by Masters in clinical psychology
students.
Mentally
ill
Sick
person
Normal
person
Self Psychol-
ogist
Psychi-
atrist
Sick person 0.21
Normal person 0.03 0.04
Self 0.10 0.06 0.12
Psychologist 0.00 0.02 0.07 0.15
Psychiatrist 0.09 0.13 0.04 0.06 0.26
Doctor 0.07 0.13 0.08 0.05 0.19 0.32
The structure of the configuration in the MDS analysis supports several of these
possibilities (see Figure 5.4; Stress1 = 0.0971). For this group, the psychologist seems to be
differentiated from the psychiatrist and the doctor who are grouped more closely together.
This seems to support the interpretation of the clinical psychology student developing an
understanding of the "psychologist" in the area of mental health as being differentiated
from the more medical model of the psychiatrist and doctor. The self and the normal person
are, to a lesser extent, also grouped in closer proximity, and the mentally ill and the sick
person seem to be less differentiated than in previous groups.
For the clinical psychologists, then, the association between the self and the psychologist is
comparatively stronger, which is shown in the similarity index (see Table 5.12). Again the
association between the psychiatrist and the doctor is relatively high, as is the similarity in
lexicons for the mentally ill and the sick. Furthermore, as was the case for the Masters
student group, the similarity between the self and the normal person shows less importance
in the matrix (compare with first-year psychology students, Table 5.9).171
Table 5.12. Similarity indices between lexicons generated by clinical psychologists.
Mentally
ill
Sick
person
Normal
person
Self Psychol-
ogist
Psychi-
atrist
Sick person 0.26
Normal 0.03 0.00
Self 0.03 0.00 0.00
Psychologist 0.06 0.00 0.07 0.21
Psychiatrist 0.08 0.06 0.04 0.13 0.17
Doctor 0.08 0.14 0.04 0.11 0.10 0.28
The MDS representation for clinical psychologists also highlights these relationships
between elements of the matrix, with a change in the underlying structure becoming
apparent (see Figure 5.5; Stress1 = 0.0587). The self is in greater proximity with the
psychologist, which is to be expected given their likely stronger identification with the
psychology profession. In this way, they begin to be differentiated from the medical model
and associated professions (ie. psychiatrist, doctor), as well as differentiated from the
"normal person" whom perhaps they surpass on the basis of being associated with a
privileged profession. Furthermore, they may begin to see themselves as those who are best
positioned to help, differentiated from the people in society who are in need of help. Thus,
from the perspective of the "self" in the role of the psychologist, the sick person and the
mentally ill perhaps both deserve empathy and assistance and hence are represented in close
proximity.
Assessing these relationships across the various groups, a number of interesting patterns
emerge. First, the self can be seen to remain relatively distant from the mentally ill person.
Although the similarity of terms in each of the lexicons across groups may vary such that
some similarity may be present, the association indices, and particularly the MDS
representations show that some distance was always maintained, showing higher
similarities with other elements of the matrices. In the early stages of psychology
education, this was through a high association between the self and the normal person, and
it was this indirect association - a low similarity between the normal person and the
mentally ill - which maintained distance. For Masters students and clinical psychologists,172
the additional similarity between the self and the psychologist again indirectly provided a
degree of distance from the mentally ill. As noted in the repertory grid study, there seems to
be always another who is "more similar to myself than the mentally ill person". Thus,
although the sense of otherness and difference may be represented differently in previous
research (e.g. Foster, 2001; Morant, 1998; Zani, 1993) the distance between the self and the
mentally ill is still apparent in the current study.
Second, across the levels of education and experience in psychology, the self seems to
become more closely associated with the psychologist. Given that for clinical psychology
trainees, who are beginning their applied training in the profession, or the clinical
psychologists who are more clearly immersed in their profession, this is an expected
finding. Furthermore, this identification with the field of mental health seems to result in an
increasing distance between the psychologist and those associated with the medical model.
Whereas first-year psychology students seem to draw similarity between the psychologist
and the psychiatrist through their association with the mental health services, Masters
students and clinical psychologists differentiate mental health professionals based on
medical or psychological practice. This may exemplify how the position of psychologist, as
mental health practitioner, is justified within this field.
Finally, the proximity between the sick person and the mentally ill person across groups
provided some interesting and unexpected findings. While non-psychology students view
the mentally ill and the sick person in close proximity, first-year psychology students
differentiate the two. Through the later stages of psychology education and experience, this
difference appears to reduce until the representations expressed by clinical psychologists
show them in close proximity again. Although this progression may identify the
comparative proximities returning to an original state, it may be that non-psychology
students view the mentally ill and the sick person as similar purely on the basis of
difference, and perhaps difference from normality. Clinical psychologists, however, may
define this similarity on the basis of empathy, need, functioning, which is in contrast to the
psychologist. The differentiation between the sick person and the mentally ill exhibited in
the MDS representations in the intermediary stages of education may be explained by
various factors and so deserves further investigation.173
5.5.  General Conclusions and Summary
5.5.1  Consistent themes and changing notions
The lexicons generated in association with each of the target words revealed a number of
common themes that were evident throughout the various groups, as well as a number of
changing ideas within the developing representations. It was advantageous in the current
study not only to investigate common themes, but also to explore the initial words
generated and the structure of the associations between the lexicons. The combination of
these analyses provided a more detailed examination of the data and revealed some
interesting and potentially hidden findings.
Throughout all of the levels of psychology education and experience there were some
noticeable themes. The mentally ill person was described consistently with negative
emotional terms, such as distress, sadness and unhappiness. Like the repertory grid data,
this supports the many studies on the social representations of the mentally ill which show
negative emotion as a dominant theme (e.g. Morant, 1998; Garcia-Silberman, 1998).
However, it was interesting to note that although they were common to the words generated
by the majority of members in each group, these negative emotions were not always the
first associations to be expressed. Emotionality may not be prominent in the initial context
of understanding within a particular group but it may be an integral aspect of commonality.
Thus, while the groups may begin from different perspectives of the mentally ill, influenced
by education and scientific knowledge, the notion of negative emotionality still provides an
underlying theme for communication.
Another commonality across groups was shown in the structure of representations. The
mentally ill could be seen as relatively distant from the self and the normal person,
supporting previous research (Morant, 1998; Zani, 1993). As found in the repertory grids,
although the similarity of the mentally ill with the self varied across groups, there was
always a greater similarity with other elements (e.g. normal person, psychologist).
Furthermore, although the content in thematic focus across groups may change, the themes
can be generally associated with a similar process: describing and identifying how the
mentally ill are different (e.g. distress), explaining and understanding it (e.g. illness),
predicting the outcome of it (e.g. disruption) and modifying it (e.g. therapy). As indicated,174
these reflect the "goals of psychology" in investigating behaviour, and specifically different
or abnormal behaviour. Thus, although distance and difference may not be an openly
acknowledged aspect of the word associations, the structures and processes of
understanding the mentally ill implicate difference as a key theme.
There were also some differences between groups, such as the increasing breadth of
vocabulary and unique terminology used in association with the mentally ill, which was
most noticeable with clinical psychologists. Furthermore, these words reflected the salience
of particular concepts at different times during the educational process such as the
diagnoses, assessment, treatment, and the social context of the mentally ill. The first
responses also showed variation between groups, shifting from lay terms and ideas towards
more scientific and professionally relevant terms, with increasing education and experience
in psychology.  This may be expected as these first expressions may reflect those aspects of
understanding which are most salient to individuals at a particular level of relevant
knowledge. As mentioned, these findings highlight how social identity processes may
operate in conjunction with the development of representations (see e.g. Brewer, 2001).
Importantly, the use of common terms and ideas, which imply difference and distance (e.g.
weird, crazy), were not eliminated from the lexicons, even in the initial response. This may
exemplify the persistence of social representations that have been imprinted in the history
of description about the mentally ill, into the ideas of those associated with the reified
world. In comparison such stereotypical lay terms are particularly obvious in non-
psychology students who most frequently used such terms in their initial expression. This
may show the resistance of scientific representations in those associated with the
consensual world.
Word associations in regard to the sick person showed greater consistency - as shown in
lexicon size, and consistency in themes and initial words generated, particularly illness,
symptoms, diagnoses, and treatment. There is therefore some similarity between the sick
person and the mentally ill person in that there is something "wrong" that needs to be
"made right".  However, although this association was evident in the structural
representations for non-psychology students and clinical psychologists in particular, it was
less clear for the psychology students. For the first-year psychology student, this may be175
similar to Zani's (1993) finding of the contrast between mental and physical illness.
However, the reasons for the structural differentiation should be further explored in future
research; it may represent a statistical separation or a real distinction in understanding the
mentally ill and the sick. For example, first-year psychology students may differentiate the
two in a similar way to Zani's participants, whilst fourth-year students may differentiate the
sick person through the absence of a social context. Whether this holds true for all types of
illness or is differentiated only in regard to mental illness could be investigated in future
research.
The lexicons for the "normal person" evidenced themes of positive emotion and positive
functioning, as well as a direct indication of "sameness" in contrast to the indirect notion of
difference suggested for the mentally ill. The presence of positive qualities in conjunction
with some potentially negative qualities (e.g. boring) supports previous research (Zani,
1993). The contrast of the normal person with mentally ill and the sick could also be seen in
the MDS representations. This contrast was also present in regard to the self. However, the
self was presented more often with positive characteristics and positive functioning, with
very few negative attributes, suggesting some acknowledgment of the self as "better" than
the normal person. In comparison to the other elements, though, the higher association
between the self and the normal person remained noticeable. As Zani (1993) suggests, the
representations may be positioned relative to the self, with the earlier stages of education
contrasting the mentally ill and the sick with the "self as normal". Later stage groups, such
as clinical psychologists, may contrast the mentally ill and the sick with the "self as
psychologist".
This association between the self and the psychologist may also be of relevance in word
associations and social representations of the various professionals.  Thus, although the
psychologist was commonly represented as "helper", with various positive characteristics
(e.g. caring), there were evident variations according to level of psychology education.
Stereotypical terminology expressed in the early stages of education (e.g. "shrink"), shifted
to an increasing presence of profession-specific words with increasing education. These
representations, then, seem to be influenced by the focus of each group at various levels of
education. Overall though, the words generally seemed to reflect the underlying themes in176
the psychologist's "way of doing" and their "way of being", as identified in De Paolis'
(1990) study.
Although the lexicons about the professionals generally contrasted their roles of helping
with those of the mentally ill and the sick who require help, some group differences were
noticeable. Specifically, the psychiatrist was differentiated to various degrees from the
psychologist through association with the medical model. With increasing association
between the self and the psychologist, clinical psychologists seemed to emphasise this
differentiation more clearly, contrasting positive personal and professional of the
psychologist with the less positive characteristics of the psychiatrist.  This was identified in
the themes and initial words expressed as well as in the MDS representations, with an
increasing distance between the psychologist and psychiatrist in later stages of education
and experience.  In a similar way, the doctor was commonly associated with the medical
model and illness, as well as with specific tasks related to assisting the physically ill. This
emphasis focus on physical illness may explain why fewer negative characteristics were
associated with the doctor in comparison to the psychiatrist; medical doctors may be less
threatening to psychologists in the delivery of mental health services. Future research could
assess this distancing between professionals, particularly mental health practitioners, in an
attempt to assess the impact of this process within a multidisciplinary work environment.
As psychologists, or other mental health professionals, come to understand their role and
position within a sociopolitical framework, how do their representations of other
professional groups influence their everyday professional behaviour?
In sum, through the lexicons generated, it can be seen that the dominating consistent theme
for the mentally ill was that of negative emotionality and, for some groups, words
identifying the need for assistance or the type of assistance provided. The mentally ill
person was often closely associated with the sick person, with groups identifying similar
underlying themes. The mentally ill was also mostly distant from the self, contrasted
through the association of the self with positive features, and similarly distanced from the
normal person. While the professionals were contrasted with the mentally ill and the sick
person in their roles of providing assistance, the more advanced psychology related groups
more clearly separated the self and the psychologist from the psychiatrist and the doctor.177
5.5.2  Methodological considerations
Several methodological considerations contextualise the findings of this study. Specifically,
the word associations were generated from a relatively small number of individuals at each
level, as participant data was restricted to approximate the limited population of Masters
students. Furthermore, the data represent a broad case study of a particular educational and
professional environment. To this end, further research is required to determine the
generalisability of the data. However, given that many of the results reported from this
study support those previously reported, future research could focus on those findings that
extend upon previous literature as well as those which are anomalous and challenge
previous research. In addition, the various aspects of representations that are consistent with
findings in previous studies suggest that understandings of the mentally ill, in particular,
seem to cross social and cultural boundaries (e.g. negative emotion, difference). As
research has been predominantly based in Europe, more research may need to be conducted
to determine the extent of these similarities within an Australian context.
Another methodological consideration stems from the measures of association and
multidimensional scaling procedures. These procedures produced interesting results, some
expected, some surprising. For example, the separation of the mentally ill and the sick
person in the representational maps may possibly be due to statistical artifact, whereby the
stronger associations between the lexicons defining the professionals took precedence over
others, simply due to the inclusion of this set of elements. The inclusion of a different set of
elements may produce different relational comparisons. However, for first-year psychology
students, the separation of the sick person and the mentally ill person may have been
predictable, based on Zani's (1993) similar findings with first-year students. What is
surprising is that the data from first-year non-psychology students depicted the mentally ill
and the sick person in close proximity. These discrepancies need to be consolidated by
future research as they currently portray an interesting presentation of the potentially
changing representations of the mentally ill.
In relation to the multidimensional scaling procedures, the measures of association also
need to be considered. The difficulties in selecting and constructing the most appropriate
measure of proximity suitable to both the aims of the study and commensurate with178
multidimensional scaling has already been discussed (Borg & Groenen, 1997). In the
present study, proximity was calculated based on all verbal associations with the target
word rather than just adjectival descriptions. This resulted in word associations that, for
example, connected the psychiatrist and the mentally ill through their relationship to each
other (e.g. through assistance and treatment), while other associations may have specified
their similarity (e.g. both are crazy). The identification of different forms of association was
unexpected and needs to be clarified further. Although the representational maps often
show the psychiatrist and psychologist as separated from the mentally ill, a better
understanding of representations of such professionals may be found by probing
participants for the context in which such words are intended.
5.5.3  Implications and concluding comments
The word associations generated in the current study show a number of core themes
regarding the mentally ill person that seem to be maintained throughout the groups at
varying levels of psychology education and experience. The social representations of the
mentally ill person were based around disturbance (particularly emotional disturbance) and
distance from the self. However, the types of words used by the different groups were also
influenced by the level of psychology related education. Non-psychology students showed
more, and more initial, negative common terms which imply distance; fourth-year students
focus more on social context than other groups; and clinical psychologists linked the
mentally ill to intervention and treatment more than other groups. Thus, scientific
knowledge may play some role in the expression of representations. In conjunction with
these changes, there were also aspects common to all groups that remain a part of shared
understanding. This suggests that while groups may approach their understanding of the
mentally ill from different perspectives, there exists a common ground that allows society
to communicate about the mentally ill. The extent to which social representations persist
into education and training, and how scientific understandings of the mentally ill might be
resisted, needs to be more clearly defined in order to identify how aspects of the
representation change or remain.
The association between mental illness and physical illness is one that needs to be explored
further as the degree of similarity varied between groups. Furthermore, the reasons for their179
closer proximity or differentiation need to be determined, as it may provide some insight
into the influence of various public campaigns that attempt to alter the attitudes of the
public towards the mentally ill. It may also aid in monitoring how psychologists in training
develops an understanding of the mentally ill, providing a context for investigating how this
influences their professional associations with the mentally ill person.
For psychology students, the term "normal" is of particular interest, as it is usually cited as
a standard of comparison within developmental and behavioural contexts. In the current
study, the normal person was generally viewed as the "average", and was presented in
contrast to the mentally ill and the sick person. While the normal person was not always
seen positively, understandings of the "self" in relation to the normal person were still
influential in creating an indirect distance from the mentally ill person. Thus, although
psychology students may be educated to empathise with those who have psychological
difficulties, to view the situation from their perspective, the stronger association with the
normal person may minimise this attempt. This may have consequences for not only the
education of the psychologist, but also public education about the mentally ill.
The "self" was also particularly important in developing understandings of the
psychologist. This association may influence representations of the psychiatrist, with those
attempting to create a professional niche in mental health distancing themselves from other
relevant professionals. As indicated, this has implications for professional interaction
within a multidisciplinary work environment.
The present study highlights that although the content defining the self varies across
groups, the position of the self in relation to other elements influences the meaning and
orientation of those elements. As Zani (1993) emphasises, the self acts as a crucial and
central point of comparison and association. It is the understanding of self in relation to the
normal person or the psychologist that defines the "otherness" of the mentally ill or the
psychiatrist. Thus, where direct differentiation may be absent, perhaps the presence of
relationships to and with other elements indirectly defines similarity and difference.180
CHAPTER 6
Social representations of mental disorder in group discussion of a case
vignette
An important aspect of social representations theory is the notion that social representations
develop as a process of communication, within a social context, through interaction
between individuals. The individual and the social are interdependent; without the activities
of the individual there would be no social environment. It is this interdependence that
ensures that social representations are dynamic rather than static phenomena (Markova,
1996). Social representations develop in part through their transmission through
conversation, where ideas can be expressed time and time again with each subsequent
discussion. The previous two studies using repertory grids and word associations focused
on the expression of social representations through individual responses. The current study
extends upon these previous studies, providing a multimethod approach, by exploring the
expression of social representations through individual responses within a group situation.
Responses within group conversation provide rich and detailed information that can be
relevant in identifying and understanding social representations, much like the data gained
from individual interviews. However, within a social context, such information can help to
identify not only individual contributions to the development of social representations, but
also how the understandings of a given object are negotiated between individuals. It can
also capture areas of divergence as well as areas of convergence as they occur. This is
particularly important for the current research investigation as it may highlight areas of
change where the social and scientific representations of mental illness and mental disorder
are contrasted, or perhaps combined. Furthermore, whether and how such divergence
within social communication is resolved can also help to identify the commonalities within
social representations that defines the common ground that allows communication about a
particular object to occur.181
Previous studies in the exploration of social representations have also used group
discussions (e.g. Foster, 2001; Kitzinger, 1995).  In particular, Foster (2001) used
discussion groups to explore social representations of mental illness. The groups were
provided with vignettes on a series of cards featuring information that may be found in
classifications such as the DSM-IV, and were asked to discuss their responses to the
vignettes. From the information gained in the discussion groups, Foster asserted that mental
illness is differentiated into specific "mental illnesses", such as psychiatric disorders
separated into higher order and lower order mental illnesses. Furthermore, differentiation
also occurs based on a number of criteria, including the degree of difference from
normality, potential harm to self or society, duration and extent of the difficulties, as well as
the implication of treatment. The content of discussion also portrayed various aspects of
mental illness such as the location of mental illness in the brain, with the onset often
determined by social factors, as is found in some professional models of mental illness.
The notion of potential responsibility in the expression of mental illness in particular
individuals was also implicated in the group discussions.
In the current study, the nature of group conversation was assessed by focusing the topic of
discussion in response to a vignette, as did Foster (2001). In this case, group discussion was
prompted by a video presentation of an individual who was expressing difficulties that
could be attributed to mental health problems. This allowed an assessment of responses that
were potentially more spontaneous and were gained through a less direct method of
questioning. In addition, rather than specifically identifying "mental illness" as part of the
presentation, the vignette portrayed experiences that were diagnostically ambiguous, in an
attempt to determine how the groups negotiated the classification of mental disorder.
6.1.  Mental disorder and social anxiety: group responses to a case vignette
This study focused on group discussions about an individual with characteristics of social
phobia. The case vignette provided a prompt for group members to discuss their responses
to an individual who may potentially have mental health difficulties, or a 'mental disorder'
as determined by the DSM IV. In this way, a specific, concrete and novel example was
provided to the group to interpret, discuss, and 'make sense of', within the context of
discussion in the same way that individuals may discuss responses to a particular event or182
individual. It is a different approach to discussing the concept of mental illness or mental
disorder, assessing social representations by exploring group reactions to a specific case.
Vignettes have been used previously in research on social representations of mental illness
(e.g. Foster, 2001), and in this case, the video provided an observable example of
characteristics of mental illness and mental disorder expressed through an individual. The
use of data from discussion that is prompted by a case vignette is consistent with the idea
that social representations are expressed and develop in a social context during
conversation, in the same way that people discuss an event after just having witnessed it.
Presenting an individual with characteristics of social phobia, based on public speaking,
focused the discussion in a number of ways. First, the case vignette was of an individual
who was not stereotypically "mentally ill", as may be the case with schizophrenia, but
instead expressed emotional and behavioural difficulties that resemble 'mental illness' and
mental disorder (e.g. according to DSM-IV). This provides an insight into how the
boundary of 'mental illness' and mental disorder, compared to other behaviour, is
negotiated. It is therefore more likely to highlight how such a category is determined, and
what core aspects of such representations play a role in such a decision.  Second, the
character is portrayed having difficulty with a situation that would be familiar to university
students (ie. class presentations). This allowed an analysis of how students negotiate the
common notion of 'distance' between themselves and the character portrayed (see e.g.
Morant, 1998; Zani, 1995).
6.2.  Aims and research questions
The purpose of this study was to explore social representations of mental health problems
and mental illness within group discussion responses to an individual with characteristics of
mental disorder. Another major aim of the study was to assess how such representations
may differ, and what aspects may be similar, at different levels of involvement with
psychology education. Several related research questions guided the analysis of these group
discussions.
One major consideration was what participants discussed in response to the case vignette.
What do students consider important issues when they are discussing somebody who has183
characteristics of mental disorder? Do they identify the character's difficulties as a mental
disorder at all? How do they explain their behaviour? How students describe the situation
presented to them, and what they raise as important issues, can provide access to
representations about individuals who may be classified as having a mental disorder.
Similarly, discussion about solutions or treatment also provides an insight into how the
character's problems are conceptualised, as was reflected in Zani's (1995) and Morant's
(1998) queries about treatment options for the mentally ill.
A second question concerns how students interpret and discuss the case vignette. What
processes do students use to 'make sense' of the character? Anchoring and objectification
are common processes described in social representations theory (Moscovici, 1984) and are
of relevance when evaluating how individuals make the unfamiliar familiar. Similarly,
processes involved in the differentiation of mental illness (Foster, 2001) may be identified
as students determine what defines mental disorder and abnormality. Group processes are
also an important consideration when exploring how students discuss the character and the
situation. As mentioned by Rose et al (1995), inconsistency and ambivalence are just as
noteworthy in the analysis of social representations. In the current study, as much emphasis
is placed on topics and themes that generate disagreement and ambivalence as is placed on
consistency and agreement.
A third major question, which has guided all analyses, focused on potential changes in
content and processes during the course of increasing education and experience in
psychology. As psychology students become more familiar with knowledge of mental
disorders, do they use similar processes as those with less experience, or do they rely on
scientific knowledge and professional representations of disorders and affected individuals?
Do students raise different issues at different levels of relevant education, or do they
discuss the same basic concepts at each level?184
6.3.  Method
6.3.1  Participants
A total of 13 non-psychology students (54% female) participated across three groups.
Students were enrolled in various courses including commerce related units and education,
and ranged in age from 17 to 45 years (mean age: 21 years). Nineteen first-year psychology
students participated in three separate groups (84% female). The first-year psychology
students ranged in age from 17 to 49 years (mean age: 24 years). All students were offered
a reimbursement of $10 for time and travel expenses as the discussion group may not have
been held during their regular university attendance hours. All discussion groups consisted
of students from the same level.
Sixteen fourth-year psychology students (81% females) participated in three separate
groups. Participants were enrolled in either the Bachelor of Psychology (50%) or the
Bachelor of Arts (Honours) in psychology. The mean age of the group was 33 years with a
range of 21 to 48 years. Ten students in the Applied Clinical Psychology program
participated in two discussion groups (80% females). Most participants were enrolled in the
applied Masters program (44%). Participants were aged between 24 and 51 years (mean
age: 32 years). All students had completed at least one practical placement as part of the
clinical psychology program.
6.3.2  Materials
6.3.2.1  Case vignette development
The development of the scenario for the case vignette involved consulting texts and the
media to determine the categories of symptoms that were portrayed as a ‘mental illness’. In
conjunction with this however, it was intended that the category of symptoms depicted
would constitute a ‘borderline’ diagnosis. This would allow participants to discuss
difference of opinion rather than just points of similarity, thereby increasing discussion and
demonstrating how groups negotiate the identification of mental illness and mental
disorder. In addition, it would potentially highlight the difference between individuals at
different stages of education in how they approach the characters portrayed in the case185
vignette, as some symptoms may be more recognisable to professionals and those in
advanced training. For example, whereas the symptoms of schizophrenia and depression
have been well portrayed in the media, the symptoms of social phobia may be less well
understood except by those who have greater training or experience.
Using these criteria, characteristics of social phobia were chosen to be portrayed in the case
vignette. Anxiety disorders, including social phobia, have been mentioned in community
information packages in Australia under the label of "mental illness". For example the
Commonwealth Department of Health and Aged Care (2000) has distributed information
pamphlets as part of a series of mental health information brochures. One brochure titled
"What are Anxiety Disorders?" specifies that "The anxiety disorders are a group of
illnesses, each characterised by persistent feelings of high anxiety." It then lists social
phobia as one of the main types of anxiety disorders.  In addition, whilst the majority of
participants identified social phobia as a mental illness in the disorder checklist in the pilot
studies, a clear consensus was not attained, a finding that was similarly reflected by main
participants (see Chapter 3). This may well add to the depth of group discussion and help to
emphasise negotiation of the category.
Furthermore, the use of social phobia as a basis for case vignette development allowed the
character to be portrayed in more similar circumstances to the participants. The symptoms
of social phobia are wide ranging and can be contextualised in a number of situations, such
as social situations and performance situations. Classification systems such as the DSM IV
and ICD-10 were consulted to establish the criteria for social phobia and determine the
necessary components for the case vignette (see Appendix L for criteria listing).
Many of these symptoms, however, are likely to have been experienced by many
individuals who would not necessarily be diagnosed with “social phobia. For example,
many individuals may experience noticeable fear, such as fear of embarrassment, in
response to a performance situation, such as public speaking. Exposure to such a feared
social situation may produce physiological manifestations of anxiety such as blushing, hand
tremors and nausea in people who do not meet the criteria for a diagnosis of social phobia.
The primary difference is the extent to which it has affected the individual’s functioning.
Unlike schizophrenia, where it is much easier to find dissimilarity between the self and the186
person experiencing the symptoms, social phobia is a useful example of a category where
individuals may relate to the character on some level. Thus, this category of symptoms may
highlight differences between groups that may have different motivations for creating
distance between the self and the character portrayed.  In addition, there may be uncertainty
about whether symptoms can be easily diagnosed or recognised so that although the
symptoms may typically be classified as social phobia the clarity of this diagnosis may be
open to discussion.
6.3.2.2  Case vignette description
The case vignette was written and developed to be presented with the main character
discussing her symptoms with two friends. The character was presented in a naturalistic
setting rather than as a client presenting to a health professional in order to minimise
demand characteristics. Furthermore, the theme of the vignette was set such that the
symptoms were raised in the context of a general discussion about an upcoming tutorial
presentation.
A script outlining the discussion that included the portrayal of the relevant symptoms was
developed (see Appendix M). The case vignette depicted three close friends who were
studying together at university and were presented as having known each other since early
high school. In the vignette they are seated in the home of one of the friends discussing a
tutorial presentation that is due in a few weeks time. The character with symptoms of social
phobia is presented as particularly anxious about the event as she does not feel comfortable
talking in front of groups. The character generally indicates that although she has presented
to her class in the past, she has managed to avoid many presentations in high school
because she had been nauseous and unwell on the day the presentations were held. During
the discussion about her difficulties she mentions that she is considering withdrawing from
some of her university studies. She generally presents as a shy person who spends much
time on her own, and has been avoiding social situations where possible. The character
avoids eye contact throughout most of the discussion, initially avoiding engaging in
conversation and becomes distressed at the discussion of her difficulties. Both of her
friends appear relatively supportive but are comparatively more sociable. The script was187
performed by three female students, not associated with the research investigation or any of
the target groups, and was recorded onto videocassette.
A brief description of the case vignette was also presented to participants prior to the
screening of the video. The participants were informed that “The following video shows
three close friends who have been friends since early high school and are also currently
enrolled in the same program of study at university. In the video they are talking about
their studies and in particular an assessment that is due.” This description was designed to
provide a context for the discussion group without supplying specific cues about the nature
of the video. Furthermore, it was important in gaining informed consent as a number of
participants had asked, prior to the start of the discussion group, about the nature of the
discussion and what they would be viewing on video.
In order to promote discussion, a number of questions were constructed as prompts to be
used if discussion of the case stalled. The questions ranged hierarchically from the very
general, presented initially (“Imagine that you are talking to some other people about the
previous scenario on the video. What would you say about the situation?”), to the very
specific, presented only after the main part of discussion (e.g. “Do you think the person has
a mental illness?”). The questions were designed as a structure for providing prompts in an
anticipated sequence, but were only used if the discussion paused for longer than 5 seconds.
Furthermore, the questions were designed to be presented if the process of group discussion
had already covered areas of the previous questions (see Appendix N for the question
sequence).
6.3.3  Procedure
All students were recruited from notice boards and by requests made through unit tutorials
and lectures. Where discussion groups were held outside of their regular university contact
hours, recruitment information included that participants would be reimbursed $10 for time
and travel expenses. At each of the scheduled group times, participants were reminded
verbally and on the consent form that all information disclosed would be kept confidential
and that all contributions should be voluntary (see Appendix O for consent form and
information sheet). There was no requirement for individuals to make comment on any188
issue discussed. Participants were also asked to provide their own opinions honestly, rather
than just indicating what they thought would be “the appropriate thing to say”. Participants
were also informed that the discussion would be an open response to the video and that
minimal questioning would be provided. Consent was requested to audiotape the discussion
to ensure accuracy of content. Consent was gained from all participants.
Individuals participated in discussions about the case vignette in groups of 4 - 7.
Participants were provided with the brief description of the case vignette and were then
shown the short 5-minute video. All participants were shown the same video. Once
participants had finished viewing the video they formed a closed circle, with the
experimenter seated in the background, and were asked to generally describe the scenario.
This first question was designed to provide a starting point for conversation in the group,
and to allow participants the opportunity to summarise the scenario in their own words
without providing cues about the specific aims of the study.  This enabled the initial
discussion to be dictated by the participants in the framework of social conversation.
During the discussion only a minimal number of questions were asked for clarification
purposes. The ordered questions were used as prompts when discussion in the group had
paused for approximately 5 seconds and only if the discussion had progressed in a direction
parallel to the question sequence.  The duration of discussion groups was approximately
one hour. At the conclusion of the discussion group, participants were asked to complete
the same general questions and mental disorders checklist as presented to participants
completing the questionnaires.
6.4.  Analysis and Discussion
6.4.1  Analysis Overview
The aims and research questions of the current study focused on what issues students
discuss, how they discuss such issues, and how the content and processes compare across
levels of relevant education and experience. These questions were explored by presenting
the video case vignette of an individual displaying characteristics of social phobia to groups
of students with varying levels of psychology education. These levels included non-
psychology students, first-year psychology students, fourth-year psychology students and189
clinical psychology students (postgraduate applied Masters). Each of these levels was
chosen to represent a critical time in the degree.
Thematic analyses were conducted on the verbal discussion data following basic stages for
the analysis of qualitative data and group discussions (see e.g. Hayes, 2000; Krueger, 1988;
Vaughn, Schumm & Sinagub, 1996). Themes and issues were identified within the content
of the discussion groups, both in relation to the case vignette specifically, as well as other
general themes that arose in the context of discussion. This involved a process of
identifying items of interest found in each interview, taking into consideration the words
used and the context in which they occurred, and sorting the items into potential themes.
Each discussion was then reassessed for the potential themes to minimise loss of data. All
available relevant material in the group discussions was then used to construct the major
themes. This procedure was conducted within levels, across groups (e.g. across all first-year
psychology groups), as well as across levels, across groups. Furthermore, the discussion
was also assessed for the processes used by the group to describe and understand the
character. The patterns and trends of discussion were noted (e.g. the chronology of themes)
as were group processes involved in the social interaction and exchange of ideas (e.g.
consistency and ambivalence, how disagreement is resolved). The analyses focused on
group level phenomena rather than specific individuals.
As the research investigation was exploratory, the process of thematic analysis was used to
generate as many themes from the data as possible. Although, a narrower focus, or theory-
driven thematic analyses (Hayes, 2000), could have been used to assess the presence of data
relevant to specific aspects of social representations of mental illness, a broader approach
was needed to enable comparisons of all possible themes with the other methods used in
other studies.
The analyses will be presented by summarising the central themes common to all levels,
followed by a review of each level of relevant education and experience to explore level
specific aspects of the group discussion. Quotes from discussion groups are presented in
text. Year levels were designated an alphabetic code in ascending order (non-psychology =
A, first-year psychology = B, etc.), and each group within each level was assigned a190
numeric code (e.g. A3 = non-psychology, group 3). Each individual within each group was
also designated an alphabetic code (e.g. A2C = non-psychology, group 2, participant 3).
6.4.2  Central themes
A number of themes were identified within the context of the discussions and could be seen
to permeate all educational levels. The content of these themes focused on the obvious
difficulties portrayed by the character in the case vignette, discussing mainly her emotional
and behavioural response to the situation of public speaking. In many cases, the
descriptions of the character also included explanations of her behaviour, as well as some
discussion of the impact of the difficulties.  Intervention requiring a self-motivated
response was also implicated throughout the discussion groups.
6.4.2.1.   Identifying salient issues: Negative emotion, avoidant behaviour, and impairment
When asked to summarise the situation, the groups inevitably described the character's
difficulties, which is expected given that this is predominantly portrayed in the vignette.
The groups attempted to identify the character's difficulties, frequently discussing aspects
of her emotional state, her behaviour and the impact that this had on her life. The references
about emotion and behaviour stemmed from various sources including what the characters
discussed with each other, observations from behaviour during the video, as well as
interpretations and summations by the group members.
Across all groups, the discussion focused on the character's emotional state in the context of
public speaking using a number of terms that were related to anxiety and fear, such as
afraid, nervous, anxiety, frozen with fear, scared, and stressed. It also included the use of
labels and personal interpretations of emotional behaviour that were more general or not
necessarily the focus of the vignette, such as the character showing signs of being upset,
depressed, or paranoid. Thus, for the current participants, the theme of distress was of
particular importance in describing the character, as found in Morant's (1998) study in
representations of mental illness, and found in the word association and repertory grid
tasks.191
The behaviour of the character was also a focus of discussion across the various groups.
These descriptions included comments about behavioural action, or what she does, such as
walking away from her friends at the conclusion of the video. However, the groups
continually emphasised behavioural inaction, or what she does not do, through her
avoidance of the problem. This notion of avoidance included behavioural avoidance of
relevant situations (e.g. public speaking or social situations), avoidance in discussing the
problem with others, and avoidance in confronting the issues in her own mind.
"A2B:  She's not ready to talk about it with her friends because she's not ready to
talk about it with herself. She doesn't want to think about it."
" B2A: Her body language and the fact that she's missing lessons, sitting in her
chair the way she was, she was saying 'I don't want to deal with this'".
In addition to emphasising negative emotion and avoidant behaviour, the association
between this emotion and behaviour is crucial in establishing that there is a noticeable
difficulty or impairment. While general references to the character "not coping very well"
implied that some impairment existed, it was more clearly defined through the impact that
the anxiety and avoidance has on the character's life. It is not anxiety alone or avoiding the
situation that is problematic. It is the effect of these elements on her life that provides the
context for understanding her difficulties. In the same way that Morant (1998) discussed
"disruption" as being important in professionals' representations of mental illness, so too
was it evident, at all levels of education, in discussions about the character's situation.
In the current study, the notion of impairment was influential in several ways. Foster (2001)
describes various continuums used by participants in differentiating between "mental
illnesses", which included temporal aspects such as the duration of the difficulties (how
long have they felt this way?) and the frequency of the difficulties (how often do they feel
this way?). Some of the comments similarly focused on the duration of the character's
difficulties, often in relation to her anxiety and avoidant behaviour.
 "A2C: She still hasn't faced her problems and her fears so it's probably gotten
bigger over time because she's not facing it and she keeps running away from it.
"B2B: I don't think you can really get to a point where you're not wanting to go out
at all just from uni, it would be like in high school you've got talks in every
semester. It would start off with something like that, I reckon, and then going into
this much more developed fear of talking to people."192
"D1B: I think it's the time as well. Comparing that girl to someone who has an
anxiety disorder - if an anxiety disorder can start and stop over time, she's
probably starting or in the middle.
The discussions more widely emphasised the extent of the difficulties of the individual.
Thus, in a similar way to Foster's (2001) participants differentiating between those who feel
symptoms all of the time compared to some of the time, these participants focused on the
frequency of difficulties in different areas of the character's life. In this way the emphasis
was on the extent of the impact, or the generalisation of the impairment. This was typically
used as an indication of the size of the problem, as groups mentioned the impact that the
problem was having not only on public speaking but also social circumstances and lifestyle.
"A1C: I think the real underlying issue is that she's even finding it hard to leave
home."
"B3D: But that's pretty extreme when you don't even want to go out and have fun
because of it. That's pretty severe. You'd have to do something about it; she can't
just leave it."
"C2A: She had to give a presentation, and she was very scared about doing it. She
seemed to be taking it just from that presentation to her whole life. She was getting
to the stage of thinking of going part time and dropping out and, really, it was just
starting from that one little thing to do with the presentation. She was really
working herself into a state about it."
" D1D: That's why I think it's how debilitating it is for you in your life. How much
does it interfere? If you've obviously got to drop out of uni then I would call that
anxiety, I hate to use the word 'disorder' but yeah, she's got a significant problem
there."
The results show that these continua may not be restricted to differentiating within mental
illness, but may be used more generally in identifying that an emotional or behavioural
problem is present. Further to the notions of duration and extent, however, the impact of the
character's difficulties also extended to anticipating further impairment. Some of the groups
sought to identify how this problem would impact on the character's life in the future or
other areas such as in work and job interviews, or daily social interaction.
"A3D: With that girl, it's a pretty important skill to have, I mean how is she going
to get a job when you have to go for job interviews?"
"B3D: …there are just some everyday things that you need to do like talking to
strangers or expressing your opinion to people you know or don't know, and one
day she's going to have to do it and she won't be able to."193
"C1D: She won't get a job, she'll just stay at home all the time. She could get a job
on the Internet or something. That's what people do when they have
agoraphobia…"
Determining that a significant problem exists thus involves an understanding of the
development, effects and progression of anxiety, emphasising the past, current, and
potential future impact of the character's emotional and behavioural difficulties. The
identification of the role of emotional distress and behaviour and the contribution of these
aspects in a disruption in lifestyle is therefore not limited to psychiatric classification
systems and scientific representations, it is also present in socially shared representations as
these groups attempt to understand the character's behaviour. This emphasis was present
across all groups regardless of background, or lack thereof, of relevant scientific
knowledge.
6.4.2.2.   Explaining behaviour: Models of mental disorder and other contributing factors
The various groups across all levels also attempted to explain the reason for the character's
difficulties.  These explanations varied but could often be identified as relating to various
models of mental disorder. In particular, comments associated with behavioural and
cognitive models were identifiable across the different education and related to causes,
contributing factors, maintaining influences and suggestions or solutions to the problem.
For example, the notion of avoidance was a key theme in descriptions of the problem,
particularly in regard to maintaining the problem, and is also emphasised in behavioural
models of anxiety. Behavioural models also focus on the development of anxiety in
classical and operant conditioning through the association of emotions to previously neutral
events and stimuli, and the association of responses to consequences through previous
experiences (Peterson, 1999).
"A3C: You'd wonder what made someone go like that, like maybe in high school
she was ridiculed.
A3A (in response): Like a bad experience."
"B3C: So if you never have to do something, and then more and more times you're
presented with these opportunities, but you're so scared, it's going to make it more
and more scary each time you avoid it..."
"C3E: All you need is one association between one instance of public speaking
and one panic…"194
"D1C: Well I guess if you were in a situation that you got really anxious in, and
you found that to be a really uncomfortable experience, then the fact that you went
into a situation that had had similar features about it, like people looking at you
and that sort of thing - when you walk into a room people do, even at a party they
look to see who just came in - so that might have been enough to remind her of the
time she had to stand in front of the class and everyone was looking at her, and
you could start to get a bit panicky I suppose.
Thus, students across all levels could identify various features associated with the
behavioural model in how the anxiety may have started (examples A3A, A3C and C3E),
how the anxiety is maintained and intensifies (B3C), and how it generalises to other
situations (D1C). A higher level of sophistication or understanding may be expected from
those student groups with higher levels of psychology education (C3E and D1C), but
similar issues were still presented in the first-year groups. In addition, the behavioural
model also emphasises that a reduction in anxiety can be achieved through various
processes of exposure to the anxiety provoking situation or, as is more commonly known,
"facing the fear". This may through either gradual exposure (systematic desensitisation) or
full exposure (flooding). This could also be seen in participant responses.
"A2D: She needs to face her fears, maybe in front of a group of four or five
friends.
A2B (in response): No, it's not that simple, first she needs to acknowledge that she
has a problem, then she has to take it slowly. Like with a fear of flying, you don't
just jump on a plane, or with a fear of heights, you don't go bungy jumping straight
away; she has to take small steps until she's comfortable with it."
"C2C: I believe that the longer she puts it off at that level of education, the more
negative reinforcement that's going to provide. At what point do you decide 'OK
well I can't put this off any longer, I might as well do it'? The anxiety, I would
suggest, isn't gonna go away; she might come to accept the anxiety and she might
be prepared to just do it with her existing levels of anxiety…I actually think she
would be far better off just getting in and having a shot."
Other aspects of the behavioural model were identified in the acknowledgment of how the
character's friends and family played a role in the maintenance of the problem. These
references centred on the contribution that they played in the character avoiding the
situation. For example, some groups cited her mother keeping her home from high school
when she was due to present (as a result of physical symptoms), and her friends taking
notes for her, rather than attending class herself, as contributing to the avoidance.195
Whilst the dominance of the behavioural model could be seen in description and
explanations of the character's behaviour and difficulties, particularly those relating to
avoidance, aspects of the cognitive model were also present in group discussions. For
example, several comments contrasted the character's thoughts with the reality of the
situation, such as suggesting that her assumptions of the tutor "picking on her" may actually
have been the tutor randomly selecting students, or selecting quiet students to involve them
in the tutorial. In some cognitive models, this may be considered a "cognitive distortion".
Other comments focused on her concern about other people's opinions of her. Generally,
these references emphasised the role of the character's thoughts in how they contributed to
her anxiety in public speaking and social situations.
"A1D: It's an interesting point, the way she's thinking she's going to fail. Going
into an oral presentation that's not really what you want to do, you'd be even more
unnerved."
"B1F: Perception can be a strange thing, you know, you can think everyone's
looking at you and that you sound like an idiot, or you could think the opposite, it's
all perception."
"D2D: … I suppose it depends on what your self-talk is, doesn't it? I mean her
self- talk in there was like, it's a really negative thing and it was humiliating and
everything was going bad and she wasn't respected by people and she made a fool
of herself and all that sort of stuff. "
It seems then that various aspects of the most common psychological models of anxiety are
present in discussions about the character's difficulties. This may be expected of those
students with a few years of psychology education who have had greater access to relevant
knowledge and scientific representations, but they are at least partly present in those groups
of students without such knowledge. These ideas can be identified in common knowledge
form that is tied to various everyday phrases such as "ignoring a problem won't make it go
away", "feel the fear and do it anyway", and "the power of positive thinking". Such phrases
may capture the existence of behavioural and cognitive psychological models that are part
of the common social understanding of what contributes to, and what may help, the
problems associated with emotional and behavioural difficulties.
In addition to aspects of the behavioural and cognitive models a number of other factors
were raised as contributing to the character's difficulties. Aspects of the character's
personality, such as low self-esteem, were occasionally cited as either being the main196
problem, or contributing to the character's anxiety in the situation. In a similar way, self
confidence and insecurity were also mentioned such that if the character were more "happy
with herself" then she would have less difficulty in such situations. While these terms may
be present in some psychological models (e.g. related to cognitive beliefs about self,
negative self comparisons) the terms are often used more generally and tend to be defined
loosely. Developmental aspects were also occasionally raised, citing the young age of the
character and related factors as being of relevance (e.g. maturity, peer pressure, teenagers
thinking differently, that "type of anxiety" rarely being discussed at that age). Knowledge
of the subject was also occasionally referenced as contributing to greater ease in public
speaking, either directly by stating that the character may not have researched the topic well
enough, or indirectly by stating "it's ok if you know what you're talking about".
In sum, participants often used explanations in discussing the character that reflected those
used in the psychology, including particular models of anxiety and mental disorder
(behavioural and cognitive) as well as personality and developmental based explanations
(e.g. self esteem). These were present, in varying degrees of sophistication and detail, at all
levels of education, including those students with no contact with psychology. In particular,
it was the behavioural model of anxiety, with an emphasis on the role of avoidance in
maintaining the problem, which was most clearly defined across groups.
6.4.2.3.   Suggestions and interventions
Although prompt questions included what could be suggested to the characters in the case
vignette, or what could be done about the situation, many groups offered suggestions
without such prompts. Suggestions could be divided into different areas depending on
where the agency for change was focused, either in formal assistance, in the character
herself, or in the structure of the situation. For example, a number of comments focused on
the character's general need for assistance of some kind, such as needing "professional
help", or needing attention, or some "intervention". There were also specific suggestions
that were commonly discussed by groups that focused on assistance that the character
needed. For example, counselling was often suggested in conjunction with the character
needing to talk about her anxiety and her difficulties. Training in public speaking skills was
also suggested.197
Change driven by the character was also discussed commonly throughout the groups. As
mentioned, exposure was discussed as something that would be beneficial. It is interesting
to note that while confronting the situation was emphasised it was rarely described in the
context of guided exposure with the assistance of a professional.  In relation to exposure,
groups mentioned practice, such as the character specifically rehearsing the presentation to
gain feedback from other individuals such as her friends. Various forms of relaxation were
also occasionally suggested, including meditation, yoga, exercise and breathing techniques.
The need for the character to change her thoughts or perceptions (as detailed within the
cognitive model) and "not worry" about other's opinions were also occasionally suggested.
Again, many of these suggestions were raised without specific association to professional
assistance, even for those students with greater psychology education.
The lack of clear connection between some of the suggestions and the professionals who
may use them in the context of intervention may indicate one of two possibilities. First it
may imply that while aspects of the cognitive and behavioural models are implied through
common sense suggestions designed to help the character overcome her difficulties, they
are not necessarily clearly connected to such difficulties in a professional capacity. In other
words, knowledge about what is helpful for someone with anxiety difficulties may develop
through social representations, before psychology education begins, and do not necessarily
emerge as a clearly identified scientific idea, despite relevant education. Alternatively it
may reflect a process of differentiation similar to one described by Foster (2001), in that
differentiation between mental illnesses may involve identifying those who receive
treatment compared to those who don't. In the current groups, identifying the nature and
severity of the character's difficulties may partly involve determining the extent to which
change can be driven by the self compared to whether change needs to be instigated by a
professional. Thus, the deliberate ambiguity of the vignette is reflected in the mixture of
suggestions that the character requires professional help, the character can help herself, and
that interventions that are often delivered by a professional can be attempted by herself (this
idea is discussed further in later sections).
Other than assistance and self-motivated change, some comments also focused on structural
change. For example, some students suggested that the character should change tutorials if198
she felt uncomfortable with her tutor or to withdraw from university if she determined that
university was "not for her". Other suggestions focused on university and teaching policy in
how to approach students with these kinds of difficulties, therefore promoting change by
altering the environment in which such difficulties are viewed.
These suggestions focused on the agency for change in the character, in others, or in the
situation. In addition to these suggestions, there were also some discussions about the
process involved in achieving and enabling such change, particularly in regard to self-
motivated change and professional assistance. Thus, while intervention or suggestions such
as exposure or counselling may be useful, many of the groups speculated about what would
need to occur before these could be implemented, or before change was achieved.
6.4.2.4.   Enabling change
Avoidance and exposure were mentioned as key aspects involved in the ongoing nature of
the problem and what would help alleviate the problem. In a similar way, the concept of
"readiness" was described to highlight or query whether the character needed to be open to
the possibility of identifying a problem or accepting assistance.  In addition, comments
highlighted that at this point in time she was quite resistant to suggestions from others, as
well as being avoidant of the problem.
"B1E: She's probably got herself in like a rut, where she's got all these preset ideas,
and nothing anyone else will say can change it, and she hasn't got enough will to
try and change it herself, so she's just in a rut, not wanting to get out of it…"
 "C2A: …sometimes people can say something to you, or you know, 'you should
be doing this', but until you're ready to do it you just want to put your head in the
sand and avoid the situation all together, like that girl, and just say "Well look, I
don't want to talk about it or anything'…"
Perhaps as a means to reach this point of readiness, a number of groups queried whether a
gentle and supportive or a more forced approach would be appropriate.
"A3C: I think a lot of times friends can be too supportive. Sometimes you need
someone to just, like, snap you out of it and tell you, 'Get a grip, what are you
doing you idiot!?'. Otherwise everyone's just sort of reinforcing what they're
saying."
"B2A: If her friends try to help her they run the risk of getting her offside if they
push her too far and she'll close off to them totally as well."199
"C3E: Or she just needs a good kick up the backside! [laughter]
C3C (in response): I actually do feel like shaking her and saying, 'Get a grip' you
know?"
The comments suggest that in regard to emotional and behavioural difficulties, overcoming
those difficulties may need to be preceded by the individual being ready for change. In
achieving this readiness, reference was also made to whether the character could be
forcefully prompted to change, and for some, whether such forceful prompting would
worsen the situation. This balance is one which has been reflected in the psychological
literature in a similar way in comparing the relative benefits of systematic desensitisation
and flooding (e.g. McGrath, Tsui, Humphries & Yule, 1990; Morris, 1991). Furthermore,
the notion of readiness for change can be found in the popular model of change outlined by
Prochaska and DiClemente (1982). Thus, although some students may have had some
access to this specific knowledge, many would not have, and yet some of the basic ideas
researched and modelled in psychotherapy and behaviour change are present in general
conversation about the character. Whether such ideas have been circulated into the general
community or whether such researchers had similar conversations with their colleagues in
the formative stages of their careers is perhaps another question.
As implied in some of the above statements, the role of social support, particularly by the
friends in the video, was also referenced. Most of the comments emphasised the need for
the character's friends to encourage her to participate in, rather than withdraw from,
university activities such as the presentation, as well as social activities. There were also
some suggestions that the friends should encourage her to speak to a "counsellor". These
comments reiterate earlier suggestions regarding how the character could overcome her
difficulties, but emphasise the role that peer support can have in the process of enabling the
change to occur.  While not all groups indicated that the particular friends acted in a helpful
way, they were relatively clear in how the friends could be helpful through minimising
avoidance and encouraging action. Occasional comments also raised the notion of family
support structures and queried their role in the situation.
Overall then, groups focused on similar themes in identifying the difficulties such as the
anxiety and negative emotion of the character, her behaviour and avoidance, and the degree
of impairment that the problem was creating. Across all levels, the groups also discussed200
these difficulties by attempting to explain the reasons for her difficulties through basic
references to established psychological models of anxiety. Suggestions and solutions
focused on change being implemented through the individual herself, through
professionals, or through changing the structure of the situation. However, some groups
also identified that the process of change also involved certain steps before change could
occur, locating the primary responsibility for change within the individual, but potentially
with the assistance of others. Whilst these themes may highlight the content of discussion,
the processes through which they were discussed are also of importance and are detailed in
the following section.
6.4.3  Common processes
The discussion groups across the different levels of psychology education employed a
variety of processes whilst raising different issues for discussion. These mostly involved
overlapping processes that used comparison and personal experience to define a series of
negotiations that underpinned how participants were trying to make sense of the character
and her situation. These negotiations often portrayed a sense of ambivalence, for example
in locating responsibility in the individual or the situation and establishing similarity and
difference from the character, which was linked to determining the degree of "normality" of
the character's responses.
6.4.3.1   Negotiating responsibility
As can be seen from quotations in the previous sections, a number of discussion points
focused on the character's role in, and contribution to, achieving change and overcoming
her difficulties in public speaking, social situations, or anxiety in general. Similarly,
throughout most of the groups (less so with Masters students), much of the discussion could
be seen to meander between emphasising the importance of individual differences,
compared to factors present in the external situation that contributed to the problem. The
groups seemed to be attempting to negotiate the extent to which the individual was
responsible for both contributing to the problem and resolving it.
Part of the focus on internal factors and individual differences could be divided according
to the extent to which the difficulties were attributable to inherent and potentially201
uncontrollable factors, or attributable to controllable factors such as characteristics based on
effort. It was noticeable from the discussion groups that internal aspects that were
seemingly less controllable engendered greater sympathy for the character and a more
sensitive handling of the problem.
"B2A: But if it's that big a problem for you, I mean what is a crisis for one person
isn't necessarily a crisis for another. For her it was a crisis. She can't think that
objectively about it and say 'I just need to deal with this'. She's in too much stress
over it to actually see it on that sort of objective playing field. For her it is a huge
drama, a huge issue. So she can't be that logical about it, if she could she wouldn't
be there stressing about it."
"C2E (about flooding technique): That’s making the assumption that she has the
coping strategies to get through it, [another group member] is saying she might not
even have those, and if you haven't got those, you’re not going to make it… I
mean we've obviously got our own coping strategies that we’ve all learnt from the
experience that we can use; we can give ourselves a kick up the backside and get
going but some people are a little more vulnerable and can’t do that."
What may be implied by such statements, like those identifying other similarly less
controllable factors such as low self-esteem, is that the person may require comforting and
encouragement rather than aggressive action. In contrast, statements that either directly or
subtly emphasise the controllability and effort involved in such situations were associated
with a more critical response.
"A3D: It would probably make you a bit sort of angry if they're not even going to
try, you know, not put in any effort"
"B2F: I mean, she was saying 'Oh, I can't do this, so I'm just not gonna do it', but if
she comes to university surely she wants to pass and that's part of the course, so
you just have to do it. You have to tell yourself 'I have to do this' and just get on
and do it, and not sort of, I mean that was just a big cop out, that's the way I saw
it…"
Considering individual differences can either encourage greater compassion for the person's
difficulties, or encourage greater criticism, perhaps by assessing the likelihood of
responsibility. Foster (2001) discusses a similar idea in how mental illness is paradoxically
associated with responsibility by either absolving the person of their actions, or by blaming
the person for their actions. Further, Weiner (1995) proposes that internal, controllable
factors (e.g. effort), that involve an evaluation of the individual (ie. something should have
been done that was not) are contextual prerequisites for judgements of responsibility. In the202
current study, discussion groups could be seen to conduct a similar process as they
attempted to understand and interpret the character's situation. Regardless of issues of
controllability and responsibility, almost all groups questioned the character's personal
contribution to the problem and solution, often with the implication that overcoming the
difficulties would need to come from some internal source.
"B1C: I think it's an internal thing, you get to a stage where you just know.
Something switches, something changes inside, something happens, I don't know
what it is. Whether somebody else is the instigator of it, or whether you've been to
a counsellor and you've actually looked and identified this is what the problem is,
as in my case… it's almost like there's a [clicks fingers] click inside you, and
something changes, something switches over.
"C1A: She's looking for some safe place, some safe haven, not realising that you
have to make it within yourself."
Whether the focus on internal factors promoted empathy or criticism, it tended to
emphasise that the character and her difficulties could be differentiated from other people
and situations. The notion that there was some internal shift that needed to occur located the
source of anxiety within the character. However, there was also some tension between
emphasising these individual differences and the contributions of external, situational
factors, such as the pressures of university, or the pressures of public speaking. The groups
also discussed how the source of anxiety could be located in the situation by discussing
relevant experiences and factors that could create anxiety.
"A1D: The thing about presentations at uni is that it's so different from what's
expected in high school."
"B3B: … I think it's worse in front of people you know because if you severely
stuff up then they're gonna know."
"C2C: I remember when I first gave a presentation, and I'd never presented
publicly in my life… I fairly quickly picked up on the fact that what I was
frightened of was putting my credibility on the line with my peers…it's like, this is
who I am and this is how smart I am, or not smart and I think that puts a lot of
pressure on people.
"D1C: I guess that's the thing, there are probably some types of public appraisal
that you can handle and some you can't and they'd be different for each person.
Like I don't mind public speaking but I really don't like being videotaped when I'm
working. I know it's one of the things we have to do for supervision but it's one I
don't particularly like."203
These responses may show how the groups attempted to negotiate responsibility by
discussing situational factors that could create anxiety as well as by discussing individual
factors. The groups recognised that whilst some emphasis could be placed on individual
differences, and on the responsibility of the individual in resolving the situation, situational
stressors were still present and seemed to reduce the differentiation between the character
and others. However, recognising situational stressors does not always reduce the
responsibility of the character to overcome her difficulties in the situation. On occasion, it
differentiated the character once more on the basis of effort, almost as if to say, "If it is
something we all go through, then so should she."
Overall then, it seems that assessing responsibility for the problem is negotiated through a
comparison of individual and situational contributing factors, rather than being clearly
defined from the outset. Perhaps such a process in determining responsibility is one that is
likely to occur when attempting to understand observed deviations in an emotional and
behavioural context, particularly when the cause may be unspecified or unknown, such as
in everyday interaction. Furthermore, it may impact how we view and interact with such
individuals and whether we seek to comfort or condemn them.
6.4.3.2   Negotiating normality
Just as some of the quotations regarding situational factors in the previous section tended to
normalise the character's responses to the event of public speaking, whilst individual factors
emphasised difference, much of the discussion could be seen as an attempt to negotiate the
normality of the character's difficulties. This occurred primarily through the comparison of
the character's responses to the situation with those of others and what might be considered
normal or expected responses to the situation. As in negotiating responsibility, discussion
about the situation proceeded between identifying characteristics that emphasised normality
and characteristics that identified difference. For example, a number of comments focused
on how others or themselves shared the anxiety brought on by public speaking situations.
"A1B: In English literature I know we had a lot of presentations and stuff, and I
totally hated that, though I don't mind tutorials because you can actually speak to
other people doing them. It's not like you're up in the front and just talking
yourself, which is what it was in high school, and I thought I was really stupid."204
"B1C: It's not an uncommon fear anyway. Ninety percent or ninety-nine percent of
the population, they would choose death over standing up and giving a
presentation in front of a group of people."
"C3C (discussing lecturers presenting): But I still think they still get anxiety. Like
I was talking to [a lecturer], and he's presenting at an international conference in a
couple of weeks, and I said 'Don't you get nervous?' and he said, 'Oh yeah, I still
get nervous, but once you get up there and get into it you're alright.' So they still
get nervous, even at that level."
"D2B: I just remember when I went to high school, when I was growing up, there
were so many people that hated public speaking and doing talks. Half the class
would just panic at the thought of it so it was just common, so if you didn't feel
like you had a real problem, it's like you're lucky not to have this sort of thing."
Providing these types of examples emphasised that many people respond to public speaking
situations with anxiety or dislike, including the self, peers, and superiors. However, the
character's difficulties were also differentiated from the normality of anxiety associated
with public speaking. This often involved emphasising that the size and impact of the
problem was excessive.
"A2A: …they said it's quite normal to be scared of talking in front of people.
A2B (in response): That's normal, but it's when she's not even going out with her
friends anymore, because she's avoiding that sort of situation…"
"B3C: It's a pretty common thing to, like, get all nervous before a talk and for a lot
of people to have everyone else's attention on you, it's a worry, but it seems like
maybe she's got a little bit more of an extreme problem than most people. I mean, I
know how she feels but it's not like I run away from class because I'm nervous"
Using the extent of impairment or disruption to the character's life exemplifies how social
representations act to differentiate the individual's behaviour from what would be
considered a normal response to a stressful situation. Like Morant's (1998) theme of
difference, participants tried to identify how the character's behaviour may differ from
normal responses to the situation. In the current study, the character's deviation from
normal behaviour may be recognised through the generalisation of the difficulties to other
areas of her life, or through the intensity of the response to the situation itself. Other groups
similarly identified that a 'problem' existed by emphasising the impact that the difficulties
were having on her life, as mentioned previously (see section 6.4.2.1).205
This negotiation of normality and difference could also be identified in some of the
suggestions from groups as to what approach would assist the character in reducing her
anxieties. For example, a number of groups suggested that the character's difficulties should
be normalised. They indicated that the character could be shown by her friends that she was
"not alone" and that her anxiety regarding public speaking was shared by most people.
However, others indicated that normalising the problem may "downplay" the difficulties of
the situation that needed to be seriously addressed, or may invalidate the intensity of her
anxiety.
This negotiation of normality and abnormality may be a function of the context of the case
vignette, in that the situation (public speaking) was similar to that experienced by students.
As described in regard to negotiating responsibility, the process of negotiating normality
may happen in everyday situations when we observe socially deviant behaviours, such as
those related to expression of emotion, occurring in response to daily events and stimuli. It
is a process of negotiation because the similarities with, as well as differences from,
normality are raised in the attempt to understand the character's behaviour. By identifying
what is normal, we have some means of beginning the process of making the unfamiliar,
familiar. Or in addition, perhaps by identifying what is normal we have some means of
identifying what is different.
6.4.3.3  Negotiating distance between self and other
One of the most noticeably consistent processes of negotiation during group discussion was
the attempt to identify with the person's problem and, in contrast, attempting to differentiate
themselves from the problem, and perhaps the person. As Zani (1993) purports, social
representations of the mentally ill may allow people to configure social objects in relation
to the self, such that the mentally ill are perceived as undeniably "other". A similar process
could be seen to occur in the discussion groups except that, due to the commonality of
anxiety in public speaking, the groups almost struggled between drawing the situation
closer to themselves and pushing it away. Perhaps given this commonality of anxiety in
public speaking, participants included personal experiences that indicated that they could
identify with the character's difficulties across different situations.206
"A1C: When I was at school everyone had to get up, everyone had to sing a song,
in primary school. I'd be like sitting there for ages and ages, just terrified, just
frozen, and eventually I'd put my hand up, and as soon as I put my hand up the
teacher would pick me. It was just terrifying…"
"C1A: I mean I understand the whole anxiety public speaking thing, because I
absolutely crap myself silly if I have to do it. It doesn't look like it, but internally
I’m dying, and I wish that the world would just open up and eat me…"
These comments, and other similar comments, allowed the participants to identify with the
situation and the character's anxiety, and most often provided a context for empathising
with the character. In contrast, some comments placed the character at a distance because
the experience was emphasised as not being shared.
"A1A: I find it a little bit difficult to empathise with her. I've never really had a
problem with it."
"B3B: It's just strange, I used to do public speaking, and I just can't see somebody
reacting that badly, because I used to do it for the buzz, like all the adrenaline rush.
But then seeing somebody who wouldn't even go outside and talk to a stranger
because she was scared, it's just, yeah, weird."
Whilst description of personal experiences regarding public presentations could identify
either sameness or difference they most often identified both. It was particularly clear that
discussion centred around the tension created by negotiating the distance between self and
other by presenting comments that simultaneously expressed an identification with, and a
differentiation from, the character and her difficulties.
"A3B: Yeah, we used to have like speaker of the year awards and you'd have these
big finals…and it used to be in front of about 150 people and it would feel like it
was about a thousand. I've never been so scared! Once you start going, like the girl
in the video said, it's alright I reckon, it's just, yeah, you gotta get up there.
"B3D: It's just that it so hugely affects every part of her life. Like I'm petrified of
spiders, I mean I burst into tears, it's just like a reflex, and I hyperventilate even,
but it doesn't affect every aspect of my life, but when you're that scared of talking
to people, it has to be so damaging."
"B2E: I mean, it's OK if you're confident yourself or something, like, I'm not
worried about it, but it's easy for us to say, 'Yeah, I'll just give it a go.' but she's
really not open to it…"
"C2A: …I mean I used to really dread presentations and I still do, but having said
that, given a choice, I can do a presentation…so you learn that, yes, you get
nervous, and yes, you'll stumble, and you'll forget, and I draw a blank almost every
presentation I do, but it's OK, you know?"207
"D1E: For me the distinction lies somewhere in that area of is it limiting the
person? In this case it's about to limit her from being able to continue her
university studies, so now she has got a problem and that needs addressing.
Whereas we might get anxious in some other circumstance… so I might panic
when I have to write up on the board, but I'll get through that. It doesn't alter what
I want to do in my life, but if it meant that I don't pursue that career because I'm
too scared to write on the board then yeah that anxiety disorder is going to need to
be dealt with."
"D2A: Bless her heart, I could really relate. I'm not as bad, but I really hate public
speaking."
The above comments are just a small selection of the numerous similar references that
participants made throughout the discussion groups. The groups often acknowledged the
feelings of anxiety that were shared in public presentations, and even social situations, but
they often included qualifying statements. These statements differentiated the participant
from the characters in a number of ways, including the intensity of the anxiety, the degree
of impairment, the fact that they would confront the situation anyway, or that the
difficulties were in the past. In this way, they could identify with and show empathy
towards the character, whilst still maintaining a sense of distance and association with
normality.
Furthermore, it seemed that the groups used disclosure of personal experiences to help
determine and define normality in the current context. This centred on the aspects
mentioned above in that discussion of personal experiences that identify with similar
anxiety define what is normal, and that it is normal to be anxious in such situations. In
contrast, the differentiation of personal experiences from the character's experiences defines
what is not normal. Perhaps in attempting to understand human behaviour, especially that
which deviates from 'normal', the process of anchoring occurs through the comparison of
the behaviour with personal experience - after all, there is perhaps nothing more familiar
than that which we have experienced ourselves.
Again, within everyday life, this process may be important in negotiating how similar and
how different we are to others as they respond to common events. It can help to determine
how much we can empathise and connect with others, or the extent to which we cannot
grasp their situation. Far from being a simple placement of those with mental health
difficulties at a distance from the self, that distance appears to be flexible, expanding and208
contracting as the similarities and differences are negotiated. This may be especially so
within a social context, where the experiences of who we are and who we know can be
shared in the consensual world, to be exchanged and debated in an attempt to understand, in
this case, an individual's behaviour.
6.4.3.4  Personal experiences as validation
The disclosure and discussion of personal experiences dominated much of the conversation.
Many of the personal examples were used to help define the boundaries of sameness and
difference, to identify the parameters of 'normal' or to help contextualise other discussion
points relevant to understanding the character's behaviour.  For example, a discussion of
upcoming assessments, which at first may seem irrelevant, may provide a context for
identifying that the stress of university may be an added factor in the character's difficulties.
In addition, on a number of occasions, personal examples and personal contact with other
people's experiences, were also utilised to exemplify a discussion point or to validate and
justify a particular perspective.
For example, in response to a prompt about the character's mental health, one group of
students not enrolled in psychology debated whether mental health is a chemical or
psychological issue.
"A1B: Well this is my attitude, I reckon basically if you still have your friends
then that's a connection, I don't think she'd be completely lost.
A1C: Well mental health's chemical, it doesn't matter how many friends you've
got, if you're going to get sick, you're going to get sick.
A1B: That wouldn't be psychological?
A1C: Well if it's depression, it's chemical.
A1B: Oh, OK, because I do have a history of depression in my family.
A1C: Yeah so do I…because I got agoraphobic, and paranoid, and depressed.
A1B: Yeah, my grandmother committed suicide from depression…basically, I
mean, if you give in it's really bad, I don't know - I think, to a certain extent, I
think it could be psychological as well, I think if it's really difficult, it's really easy
to give in…"209
In this case, the argument that mental health is due to chemical or psychological causes is
defended tentatively by volunteering personal information that may be intended to validate
their perspective. Similarly, another non-psychology student group debated the use of
medication compared to natural alternatives, such as breathing techniques. One student
suggested that antidepressants might be needed if the character was depressed, and when
another student queried this, the participant indicated that she had friends who had been
"through it". Thus, ambivalence and inconsistency were often resolved or negotiated by
including reference to personal example.
Psychology students also used personal examples of either their own experience, or people
they knew, to highlight ideas or justify arguments.
"B2A: I think the things that happen in your life can cause that. I've been in the
situation myself where there's been so much stress and so much drama in my life
that it was easier to sit at home in the corner and lick my wounds and not have
anything to do with anyone. Like, I can't deal with the world so I'm not going to go
out my front door, and for four weeks I didn't go out my door, I didn't do anything.
So it's something that most people go through in small stages and come out of,
because of stress…
Other first-year psychology students used personal experiences of emotional difficulty to
identify how the character may be "so focused" on herself, how low self esteem can be
overwhelming, or how an internal shift needs to occur to recognise that change is possible.
Fourth-year students used personal examples and examples of other's experiences to justify
their perspectives. One student described her own experiences of dealing with a traumatic
incident to "know what it was like to not be able to get past something" to contest the query
that the character may not be applying sufficient effort. Others described a childhood
experience of public disapproval to indicate that the character may have had a similar
experience, or described lecturers anxieties in public presentation to argue that expertise
may not be as influential in reducing anxiety as others may believe.
Masters students similarly used personal experience in discussion of important factors. One
student queried whether normalising someone's difficulties would enable individuals to
easily progress through the situation, to which another student responded by describing a
personal experience, indicating how she would have felt that her concerns not being210
validated would have been more of a problem. In another case, a group was debating
whether anxiety could generalise from public speaking to social situations.
"D1E: Yeah, and if it could generalise, I would expect that if it generalises in one
direction it should be able to generalise back in the other direction. If you can have
a fear of public speaking and it generalises to other areas, then I think it would be a
two way street, and yet it isn't with me… I had to give a test, a WAIS-R, it wasn't
on video, it was live, and when the supervisor sat in I went to pieces in my mind, I
was really anxious… So under those situations I would expect that that could
generalise then and I could become anxious in public speaking, but it doesn't, so I
think it's not something that generalises, it's something to do with experience and
being evaluated."
Comments such as these highlight the importance of personal experience when negotiating
ideas about human behaviour and perhaps, particularly, that behaviour which deviates from
what may be normally expected. Such reference to personal experience may be used to
express ideas, and in the case of ambivalence or inconsistency, it may be used to justify a
particular perspective. It is interesting that this is the case regardless of the level of
psychology education. Whilst some groups occasionally referred to the scientific literature
as evidence for a claim there the use of personal experience was most prominent as a way
of validating a personal theory or an opinion. In a way, personal experience is
incontestable; it is far more tangible than a theory written in the pages of some currently
inaccessible textbook. Furthermore, in the current discussion groups, where personal
experience was offered by one person in response to an issue, and lacking in other
participants, that experience was given more weighting, and the focus of discussion turned
to their personal experiences. In some way, personal experience helps to objectify and make
concrete the abstract ideas that are being discussed, and in doing so persuades other
perspectives to that point or shifts the groups understanding around that experience.
If this is the case, then perhaps in the consensual world members are not equal, just as they
are not equal in the reified world. Whilst participation in general social interaction may
provide a greater opportunity and freedom to exchange ideas, there may be an inequity in
the importance placed on greater personal experience relevant to the central theme of
communication. In the reified world, competency determines the right to contribute ideas,
perhaps in the consensual world personal experience determines the privilege to have ideas
acknowledged.211
This is not a clearly defined idea in the field of social representations. How differential
personal experiences contribute to the development of social representations needs to be
explored in more detail. If social representations are dynamic and developing continuously
through communication, then, particularly in a social context, how might sharing personal
experiences be involved in guiding that development? The use of personal experience, even
by those who have greater access to scientific information, emphasises Bangerter's (1995)
proposal of the intermingling of the reified and the consensual world, the scientific and the
common sense. Especially in the 'science' of human behaviour, development of scientific
knowledge may always develop in conjunction with personal experience. The development
of social representations, too, may also be a combination of shared knowledge and shared
personal experience.
In sum, the current study identified a number of common themes and processes involved in
attempting to understand an individual displaying characteristics of mental disorder,
specifically social anxiety. Some of these core themes have been identified in previous
research and in the previous studies, including an emphasis on identifying emotional
distress and behaviour associated with emotion, in this case avoidant behaviour.
Impairment and disruption were also emphasised in description of the character's
difficulties. In attempting to explain behaviour, many references could be related to the
common psychological models of mental disorder, such as the behavioural and cognitive
models. Other ideas described in the field of psychology were also cited. Suggestions and
interventions could be seen to focus on professional assistance, self-guided change, and
structural solutions. In addition, groups also discussed how change could be enabled,
through personal readiness, gentle or forceful prompting, and social support.
A number of common processes were also identified that focused on a series of
negotiations associated with some ambivalence. Thus, discussion moved between
identifying influencing factors associated with the individual and those associated with the
situation to negotiate the responsibility of the character, and the normality of the character's
responses. In addition, tension was noticeable in the groups' attempts to identify with the
character and her situation, but at the same time differentiate themselves from her
difficulties. A particularly important aspect of these processes involved the use of212
comparison, to others and to what may be expected, but especially to the self. In the current
study it was clear that personal experience played a crucial role in these processes of
negotiation, in exemplifying ideas and justifying positions, in guiding how the groups
developed an understanding of the character, and in more general issues. Furthermore, these
negotiations seemed to guide the participants' responses to the character as well in the
development of their understanding - the extent to which she could be comforted, or
empathised with, and the degree to which she could be criticised.
6.4.4  Differences between levels of education
While the central themes and ideas cited above could be identified at each year level of
psychology education, the emphasis on some of these themes varied. For example, an
increasing sophistication in the use of behavioural model explanations was noticeable, as
was a decreased focus on the character's responsibility by Masters students. A number of
other themes and processes were also noted to vary across the different year levels.
Although some of these differences, such as the use of a professional lexicon, may be
expected given their training and education in psychology, other differences appeared to be
more subtle. This included negotiating the validity or severity of the problem, the analysis
of the social context of the problem, and the use of personal experience in exploring the
situation.
6.4.4.1 Scientific and professional knowledge
One of the most obvious differences between groups was the language used in describing
the character's difficulties and related aspects, such as solutions and suggestions. As
indicated previously, various references to psychological and psychiatric terms were used at
all levels, however those students at a higher level of psychology education more often
used specific professional terminology and perhaps integrated it more cohesively into
general discussion.
For example, non-psychology students more often used terms relating to general
characteristics that may have been circulating in the general community for decades, such
as low self esteem, insecurity and depressed. Some specific terms such as panic attack were
also mentioned, and categories such as agoraphobia, were also cited, usually by individuals213
who indicated that they had personal experience with a particular disorder or knew others
who had. First-year psychology students similarly used terms such as low self-esteem, and
depressed throughout the discussions. They also included specific references such as
performance anxiety, panic attack, and the possibility that her previous experiences had
"developed into a phobia". Another student utilised her "readings about death and loss" and
applied it to the character in regard to possible anger and denial about a problem. Whereas
non-psychology students often only mentioned specific labels, first-year psychology
students discussed them in more detail. Even at this level then, it appears that, like non-
psychology students, psychology students discuss general concepts but they may already
have access to more specific terminology and apply them more readily to particular
situations.
There was a marked difference between first-year students' terminology and that used by
fourth-year psychology students. While fourth-year students occasionally used low self-
esteem and other general terms, other more technical terms were frequently used throughout
the discussion. For example terms such as avoidance, trait anxiety, hypervigilance, panic
attack, and cognitive distortions, were used, as well as classification related terms such as
agoraphobia, social phobia, phobia, social anxiety, performance anxiety, and generalized
anxiety disorder. In addition, while first-year students used general terms to describe
suggestions and solutions to the character's difficulties, such as counselling and facing her
fears, fourth-year students discussions additionally included greater specificity in their
terminology. They mentioned interventions and associated terms such as unconditional
positive regard, person centered counselling, exposure therapy, and systematic
desensitisation. Clearly, fourth-year psychology students show a greater awareness of
specific professional terminology related to their education.
It is interesting then that Masters students did not use a wider variety of terms as did fourth-
year psychology students. Category related terms such as anxiety disorder, social phobia,
performance anxiety, phobia, and specific phobia were mentioned, as were other specific
terms such as avoidance, fear of negative appraisal, and exposure. What differed though
was how the terms were used. Fourth-year students tended to use the terminology as
discrete labels, interrupting the flow of conversation. Masters students on the other hand,214
more often integrated the terms into general conversation. For example, the term exposure
was used quite differently.
"C2C: If we look at from a phobia perspective, one of the ways of dealing with a
phobia in the literature is by using exposure therapy, and if you look at it, given
her uni career, while she has a chance to do it in a group with support, it's better to
attempt it than defer…"
"D2C: I know you can go to public speaking groups, and both my sisters went to
one because they do talks at conferences in business…they had to present
something every week for that exposure.
Fourth-year psychology students, while they have many years worth of knowledge and
scientific information, seem less comfortable in handling the terms within a conversational
context in comparison to Masters students. For Masters students there may be more
assumed knowledge and a clearer sense of focus in their application of relevant professional
terminology. This is not to say that all terms were integrated rather than discussed
explicitly, but there was a more casual use of relevant terms than existed in fourth-year
discussion groups.
Thus, there seemed to be a gradual increase in professional terminology throughout
psychology education, or for Masters students, an increase in the ease of using professional
terminology in general discussion. This is obviously due to the increasing contact with
scientific and professional ideas and knowledge. In addition, as may be expected, the use of
such terminology increasingly overlapped scientific definitions, such as identifying the type
of disorder the character may be portraying. For example, it was noticeable that recognising
depression across first-year psychology groups was more frequent than at other levels.
Perhaps these students, in recognising distress, apply familiar labels as a way of
contextualising their own response to the individual. Fourth-year psychology students and
Masters students recognised anxiety as predominantly portrayed, citing social phobia and
performance anxiety as relevant to the character's difficulties. At this level, differentiating
between types of distress exemplifies the influence of psychology education.
Other differences based on professional knowledge were also identified. For example,
Masters students used professional experience, though less often than personal experience,
as examples of particular ideas. One student described his use of a scale related to "fear of215
negative appraisal" with a client and related it to the character's difficulties. Others
described clients who had characteristics of social phobia and also applied it to the case
vignette. Given that students were not instructed to use a professional perspective in
viewing the video, personal experience still dominated discussion, but it may be that
Masters students use professional experience as further clarification of their understanding
of observed distress. Whether such students use this process in everyday observations of
individuals is an interesting question worth exploring further.
As discussed, a number of common models were used to explain the character's behaviour.
However, a difference between levels was also observed in this area. Both categories of
first-year students occasionally suggested that there maybe an unspecified underlying cause
(e.g. "…there's probably a reason outside of public speaking", "I agree there's a lot more
going on", "It seems like there's something else doesn't it?"). One fourth-year student raised
this as a possibility ("There's probably a lot of other stuff as well"), which another student
debated ("But you can develop these things without having anything going on."). Masters
students in comparison maintained specific boundaries for the problem, focusing on anxiety
related difficulties such as avoidance.
In a similar way, a number of first-year students suggested that the character's "childhood"
or her parents might have been a factor in creating the difficulties that she was currently
experiencing. Whilst this was mentioned in a fourth-year group it was related specifically to
public speaking rather than being more generally about her earlier development. Masters
students did not raise any association with her general experiences in childhood, again,
focusing on the specific development of anxiety.
This progression of specificity in explaining behaviour shows how relevant knowledge has
influenced their understanding of human behaviour. Whereas first-year students may
occasionally resort to stereotypically psychoanalytic style models of explaining behaviour
that utilise childhood and parenting as important factors in current distress, fourth-year
psychology and Masters students focus more specifically on the problem itself.
Furthermore, first-year students, especially psychology students, may recognise that there
may be information in understanding human behaviour that they do not yet have, and which
they are perhaps currently seeking.216
Overall then, increasing use of professional terms becomes evident over increasing levels of
psychology education, as would be expected. This may involve the use of more specific
terminology, or the integration of terminology into general conversation. It is noteworthy
that psychology students in fourth-year and Masters occasionally acknowledged the role of
their psychology education in what they were saying (e.g. "We might be compassionate
being psych students…", "We're being psych students here!", "Am I being too much of a
psych when I say that?"). However, it is particularly noticeable that despite some variation
in the use of professional terminology and scientific theory, the power of personal
experience dominated discussion and negotiation. This perhaps shows that the distinction
between the scientific and the social is blurred, rather than well defined, as proposed by
Bangerter (1995).
6.4.4.2 The social context of social anxiety
Another difference in the content of discussion could be seen in how the groups described
the social context of the character's difficulties. Groups in the later stages of psychology
appeared to place greater emphasis on how the character's difficulties were contextualised
within society and more closely assessed the role of the character's social support. For
example, a number of comments within fourth-year groups and Masters groups queried
how society's values may have contributed to the character's difficulties.
"C2B: Maybe she could become an artist, maybe. I mean, we have this thing that
she has to go but maybe she could work through it in some other way. We're
presuming she has to go, but why does she have to go?"
"C3B: But maybe she's not a good public speaker. Why does she need to put so
much emphasis on it? There may be other skills in her life that might be better, like
being a writer, or carrot growing. I mean, maybe we're forced to do all these things
that aren't our best skills."
"D1E: It's discriminating, in a sense, those who have difficulty."
"D2A: …the fact that we all listen to that and think 'Oh my God, what a problem',
and she perceives it's a problem, maybe that just escalates it, and if we didn't, if the
society or whatever didn't hold so much value and didn't see it as a problem,
maybe we'd just glide into it and glide out and it would be OK. I just wonder if it
had a different narrative, I wonder how it would make things, how it would
change."217
These comments and other similar points of discussion highlight how fourth-year
psychology and Masters students speculate about the societal context of the character's
difficulties as well as assessing the difficulties directly. Similarly, as mentioned previously,
some suggestions by these groups of students included those relating to university and
teaching policy, or the need for the system to contribute to the intervention. Thus, these
students occasionally mentioned suggestions emphasising some mechanism to identify or
discuss difficulties and provide guidance to all students regarding public speaking. Such
suggestions and comments regarding how the character's difficulties were viewed, or the
value of the ability to present in public, were absent from first-year students' discussions.
The closest similarity was the suggestion that differing expectations at university may add
extra pressure.
Perhaps as psychology students progress through their education they more closely assess
the individual and their environment in order to identify the range of potential factors
contributing to an individual's difficulties. Although the majority of training may focus on
individual factors, such as cognitive and behavioural processes, involved in emotional
difficulties, they are also taught about the role of the sociocultural environment in
influencing behaviour in areas such as social psychology. Students with greater psychology
education may therefore more often pay closer attention to these issues, even if only to
speculate about their impact.
Similarly, another difference associated with the social context of the character's difficulties
involved those with greater psychology education more closely assessing the social support
being provided by the two friends of the character. Non-psychology students generally
characterised the friends as being supportive of the character (e.g. "It's good that she has
those friends", "Lucky she has friends…", "Her friends were trying to be supportive"). In
contrast, first-year psychology students were more often critical of their support identifying
that they were "not very helpful" and identifying their role in maintaining avoidance
("…they were almost encouraging her not to do it", "…it's like they're helping her to stay
the way she is…"). In this way, first-year psychology students are perhaps already more
closely assessing the role of others in helping or hindering individuals with identifiable
distress.218
Fourth-year students occasionally and Masters students especially showed clearer
differentiation of the support of the two friends in the case vignette. A number of students
identified that one of the two friends may have been more helpful than the other ("…one of
them doesn't think it's a problem and the other one realises it's a real problem for her…",
"The friend on the right just gave up too quick and just went along with whatever she
decided.", "The one friend who said she should see someone at the uni, she seemed to be
ok…"). Thus, for some students at these later levels of psychology education, the
differential impact of the social support system could be more clearly identified. Again, this
may show the subtle influence of psychology education in how such students assess the
character's difficulties within their social context.
Psychology students, generally, also occasionally identified the limits of the friendship in
regard to the help that they could offer. While non-psychology students may have
emphasised the delicate nature of social support and how the individual may react to the
friends' help, psychology students more often emphasised how the friends may be unable or
unwilling to continually provide support.
"B2A: It's a huge responsibility for friends to take on…"
"C1D: Should her friends take it on, or is that too much to ask of a friendship?"
"D1A: Maybe she talked about it before…because the one on the right just looked
fed up with it…"
Again, such comments may identify how psychology students more closely assess the type
of support given and the extent to which social support can provide the assistance required
for the character to overcome her difficulties. Psychology students, like non-psychology
students, discussed how the friends could be more helpful to the situation, but psychology
students may be more critical of their role, in what they were doing, or in the extent of what
they could offer. Perhaps this greater focus on how social support plays a role in behaviour
change exemplifies their desire to assist others in the best possible way.
6.4.4.3 Personal experience: identifying, differentiating and problem analysis
The use of personal experience to identify with the character and as validation for ideas was
noticeable throughout all groups. However, the tension between the desire to identify with219
the character and the simultaneous differentiation from the character was particularly
noticeable in psychology student discussion groups, especially Masters student groups. A
number of statements that began as identifying sameness between the character's responses
and their own anxieties were often qualified with statements that differentiated the severity,
extent, or avoidance pattern of the difficulties.
"B2B: I completely understand her. I hate public speaking. I mean, I'll do it if I
have to but I'll avoid it if I can."
"C2A: Well, I mean, all through my years here, I've had anxiety all the time. Like,
I mean, I put myself under pressure, and I'm surprised I actually manage to get
everything in, but I think you do manage to get things done, even in spite of that
sort of paralysing fear of failure."
"D1D: …I never use a whiteboard marker, just because my writings so messy on
the board. I always just do overheads, and I reckon I'd get really stressed if I got to
a lecture or a tutorial and didn't have my overheads. I mean, I might be alright, I'd
just do it, but I'd do anything to avoid it really."
"D2D: I actually remember feeling like that girl. I mean, I made myself do it and
turned up to class and all that, but I remember wanting to pull out at the end of first
term."
Like Foster's (2001) participants, the differentiation between mental illnesses allows for
disorders such as anxiety to be represented as less "other" and more possibly experienced
by the self. However, because of the ambiguity in problem severity in the case vignette, the
social representations that identify difference and distance as important facets of mental
illness (e.g. Morant, 1998; Zani, 1995) become an active process of negotiation.
Furthermore, such a process may be heightened for psychology students who may realise,
or may be trained to understand, the value of empathising with those expressing emotional
distress. Identifying with other's difficulties may be an important part of establishing
empathy. This may explain why Masters students, for whom empathy is paramount in
therapeutic situations, especially seem to straddle the boundary between identification with,
and differentiation from, the character.
Perhaps for similar reasons, psychology students spent a considerable time analysing the
situation of public speaking, exploring their own personal experiences to identify where
anxiety was enhanced or diminished. For example, some groups debated whether
presenting in front of people they knew was more anxiety provoking than in front of220
strangers. Others debated the role of expertise, authority, expectations, evaluation,
assessment and so forth. This process was largely absent from the non-psychology student
groups. It seemed that psychology students used a far deeper process of analysis to
determine the impact of various factors on anxiety in public speaking. This may be an
attempt to identify aspects of the situation with which they could relate, or perhaps it was
due to their more general professional interest in understanding what influences human
behaviour. It is perhaps noteworthy that personal experience, again, is the primary means of
understanding such behaviour, rather than a major emphasis on scientific theory.
6.4.4.4  Problems with solutions
As described above, psychology students provided a more detailed analysis of possible
influencing factors in anxiety in public speaking. They also provided a more detailed
analysis of how the character would reach a point of change, and particularly, what
problems may be encountered in reaching that change. Non-psychology students
occasionally mentioned the barriers that may impede change (e.g. "…where's the point
where you actually know it's a problem...?"). However, psychology students raised more
speculation and provided more detailed discussion about the problems in the solutions
being suggested.
"B1F: How do you get someone to that point, though, I mean where they can see
they have a problem, but how do you get them to want to deal with it?".
"B2E: But they were giving her advice, like saying 'Go and talk to someone', but if
she's scared of public speaking, she's not going to go and talk to a complete
stranger anyway, is she? "
"C1E: She's still not going to want to talk to anyone is she? Like, how are you
going to get her there in the first place?"
"C3C: But maybe, like if she has a problem speaking or being judged by others, do
you think she'd be motivated to see a counsellor?"
"D1D: And I also have a lot of friends who say they won't go see a counsellor or a
psych or something because they feel like they'll be labelled as mentally ill or
something…"
Thus, psychology students tended to analyse the problem and solution in a more detailed
way than did the non-psychology students. Given that this process was prominent all levels
of psychology students, it may again be related to their desire to more fully understand221
human behaviour, both in what may contribute to difficulties and what may hinder change.
Perhaps this could be expected given that psychology students are likely to have enrolled in
the course due to an interest in human behaviour.
6.4.4.5 Negotiating validity and severity
Although one of the central themes of the discussion groups involved emphasising the
impact of the problem, there was still some ambivalence about the size and extent of the
character's difficulties.  The comments ranged from speculating whether the problem was a
real problem to negotiating the specificity or generalisation of the character's difficulties.
For both groups at a first-year level, this involved negotiating the validity of the problem
and occasionally included some criticism of the character. For example, some of the non-
psychology students described her behaviour as melodramatic, over the top, and queried
whether she was "just lazy", or "making an excuse".
Psychology students' discussions also included some negotiation of the validity of the
problem.
"B3A: Do you think it was an attitude problem or a real problem?"
"B3D (in response): What she's just lazy? I don't know, I mean, she doesn't even
want to go out and have fun. It's easy to think that it's real…"
"B1E: …If they had just been talking about uni, I think I probably would've said
she was fine, you know, there's not really a problem, she's probably just one of
those types that doesn't do anything, but because she's talking about not going out
with her friends, or like, socialising or anything, I think there's probably actually
something wrong."
Other comments that were somewhat critical of the character were also included, such as
"she was taking the easier way out", "drama queen", and "looking for sympathy". In a way,
these types of comments provide another avenue for differentiating the self from the
character in the same way that responsibility was negotiated. If there is some controllability
involved in the situation, then there is a way that those disruptive difficulties can be
avoided. Labels like these may also be used in the same way as these students used labels
like "weird", and "crazy" in the word association task. They are a way of identifying that
the behaviour deviates from normal, in a negative way, when there is a limited knowledge
about the person's difficulties.222
Perhaps for this reason, such criticisms about the character were generally lacking from
fourth-year students' and Masters students' discussions. Their greater knowledge about
anxiety, and the difficulties it can create, was conducive to the identification of the
"problem" and the assumption that it was "real". Instead, these students more often debated
the severity and extent of the problem, whether it was specific to public speaking or
whether it had generalised to social situations and could be identified as social anxiety or
social phobia. In this way, their ambivalence was more about category distinctions rather
than about the validity of the character's difficulties.
For example, for one fourth-year group, ambivalence about the generalisation and
classification of the problem was evident from the first word.
"C3C: Social phobia
C2B: Um, performance anxiety
C3C: I thought it was just a public speaking phobia
C3D: I think it's more about emotion, fear of getting judged
C3A: But it was extending beyond presentations, because she got to a point where
she didn't want to go to class anymore."
Another fourth-year group similarly debated the classification of the character's difficulties,
attempting to negotiate the distinction between performance anxiety and social phobia (e.g.
"But is it a social phobia, or maybe it's a performance phobia?"), or to unify them (e.g. "But
isn't performance phobia social phobia?"). One Masters student group also debated whether
fear of public speaking and social phobia were not just a combined classification, but a
combined phenomenon.
D1C:  I think by the time it's gotten to that point where it's that heightened they're
not likely to be the sort of person that walks into another public appraisal situation
and acts quite comfortably. I mean everyone is anxious in public speaking to a
certain degree, whereas those that have a real, and where you'd class it as an
anxiety disorder, I think would probably have it in other public appraisal situations
as well. So I don’t think you'd limit it to that…"
For these psychology students then, who have had a number of years of relevant education
and training, understanding human behaviour does not just involve identifying that a
problem exists, it involves identifying the type of problem and the nature of the problem.223
Like Morant's (1998) mental health professionals identifying disruption as an important
component of mental illness, the current participants also used the extent of impairment as
a key indicator of the character's difficulties. For first-year psychology students,
impairment was used to identify that the problem was valid. For fourth-year and Masters
students impairment was used to negotiate the extent and generalisation of the problem.
It was interesting that a number of these students at the advanced end of psychology
education recognised, and debated, the ambiguity of the case vignette. One fourth-year
student even commented on the progression of the character between a point of
performance anxiety and a clearer classification of social phobia ("I thought it was more a
phobia of public speaking, and that it was starting to generalise, but she'd not necessarily
got to the point of being socially phobic…"). However, despite the negotiation of
classifications amongst these groups, there was also some recognition that categories and
labels were not necessarily the primary focus.
"C2E: I don't even know if you need a label, as long as you can deal with what the
symptoms are that are preventing you from doing it."
"D2A: I don't actually think in terms of disorders very often, even though we've
got the DSM, I really don't think in terms of disorders. I might think, 'Yeah, you've
got some symptoms of depression', or 'That's closest to that', but I think it's more
whether it's a problem, or not, for them.
Perhaps these comments are supported by the extended focus on issues other than specific
classifications or debating the label of the character's difficulties. Furthermore, as found in
the mental disorders checklist and repertory grid task, students at this level may be more
conservative in classifying mental illness, and in labelling the mentally ill. Perhaps this
reflects heterogeneity within the group, which may be supported by the high level of
inconsistency and ambivalence during the discussion groups, particularly for fourth-year
students. Alternatively, it may reflect varying levels of uncertainty about the knowledge
they have gained. For fourth-year students especially, their lack of experience may result in
a lack of applied focus, and while Masters students were more comfortable in using
professional terminology, there was still some ambiguity or ambivalence in some of their
statements.224
In sum, scientific knowledge and psychology education could be seen to play a role in the
differences between groups, for example, in the terminology used to describe the character's
difficulties, with fourth-year and Masters students increasingly using professional
terminology. However, while fourth-year students cited a number of relevant terms they
appeared to use them in a less integrated way than Masters students. Psychology education
also played a role identifying the nature of the problem (anxiety), and in focusing
specifically on direct contributions to the character's difficulties, In contrast first-year
students sometimes suggested some unknown cause that may be contributing to the
problem.
Fourth-year students and Masters students also contextualised the character's difficulties
within society's values, and psychology students in general more closely assessed the
character's social support. First-year psychology students were more critical of both friends
in the case vignette, whereas fourth-year and Masters students more often distinguished
between them.  It may be that psychology students identify the limits of social support and
assess the nature of assistance as part of their recognition of the role of professional training
in helping others. Similarly, psychology students also provided a more detailed analysis of
the problems that may occur with the solutions suggested, such as seeing a counsellor.
Overall, psychology students analysed the character and her situation more closely, perhaps
as part of these students' desire to understand human behaviour.
In addition, access to scientific knowledge is also likely to have influenced fourth-years and
Masters students' negotiation of the distinction between types of anxiety. In comparison,
first-year students presented more critical labels in negotiating the validity of the problem.
In both cases, impairment was used as a means to identify the extent of the character's
difficulties.
Whilst increasing psychology education may produce some differences between the groups
of students, the use of personal experience rather than scientific knowledge was still
prominent. Caught between aspects of social representations that emphasise difference and
the need to empathise with those in distress, psychology students, and particularly Masters
students, often highlighted the tension between identifying with the character's difficulties
and differentiating themselves from them. Furthermore, there were still a number of225
consistent themes and processes common to all groups. This may highlight that although
scientific knowledge may play some role in understanding emotional and behavioural
difficulties, social representations are still influential in how they seek to understand such
human behaviour.
6.5.  General Conclusions and Summary
The case vignette discussions provided rich data in exploring how psychology students and
other first-year students attempt to understand emotional distress in response to a common
situation. The case vignette was designed to portray a certain degree of ambiguity and this
was reflected in discussions, providing some insight into which aspects were instrumental
in negotiating the nature and size of the problem. These involved a number of central
themes used to describe the character that were present across all levels of psychology
education. Other central themes and processes were also identified, highlighting the
commonality in how participants described, explained and predicted the character's
difficulties in an attempt to understand her situation, as well as what they would suggest in
order for her to overcome her difficulties. In addition, a number of interesting differences
emerged between those with varying levels of psychology education in how they used
relevant knowledge to discuss the character and her situation.
6.5.1  Central themes and processes
In describing the character and her situation, participants focused on the character's
emotional state and her related behaviour. In particular participants cited terms associated
with anxiety and avoidant behaviour to describe the character and her difficulties. The
impact of the character's anxiety was also discussed in every group. As found by Morant
(1998), distress and disruption were important elements in discussing the character's
difficulties. Furthermore, in discussing the disruption or impact of the character's problem,
participants highlighted the duration and extent of the character's difficulties in the same
way that Foster's (2001) participants used these continua to differentiate between mental
illnesses. In the current study, participants also identified the potential impact of the
problem, considering the past, present, and future aspects of the character's difficulties in
describing the problem.226
One aspect of social representations involves the distribution of scientific knowledge into
the general community. In the current study, a variety of ideas found in psychology were
identified in the discussions, including the use of specific terms and general ideas
associated with, for example, behavioural and cognitive models in understanding the
character's situation. While this may be expected of those with some years of psychology
education, they were also present in a basic form in first-year student discussions,
indicating the presence of such ideas in the wider community.
The various groups also made a number of suggestions for the character in overcoming her
difficulties, which included a focus on changes requiring assistance, as well as changes that
the character herself could instigate. Structural changes were also suggested by some. Like
Foster's (2001) description of a continuum focusing on treatment, the current participants
also seemed to use assistance as a means of negotiating difference. However, in this case,
rather than identifying whether the character received or did not receive treatment,
participants negotiated a continuum of whether the change could be self driven, or whether
the change would need to involve assistance. This may represent another continuum used to
determine the size of the difficulties. In addition, participants also described various factors
involved in the process of change, such as readiness, the role of social support, and whether
to use a gentle or more forceful approach in enabling change. Again, similar ideas can be
found in the psychological literature concerning what may be needed to prompt and
maintain change, and may show how scientific ideas have been circulated into the
community in the development of social representations.
The current study also highlighted Foster's (2001) notion of differentiation of mental illness
in that participants may have recognised that the character's anxiety based problems could
be a personal possibility, rather than being exclusively "other". This was noticeable in the
various processes of negotiation whereby discussion focused on both identifying with and
differentiating from the character and her difficulties, resulting in a degree of tension. In
this way, the distance between self and other, found in social representations of mental
illness (e.g. Zani, 1995), could be tentatively maintained.
In a similar way, comparison to normality was included in discussion by comparing the
character to other situations, expected anxiety in the situation, other individuals, and227
personal experiences. Again, recognising that anxiety in such a situation may be expected,
participants negotiated the normality of the situation by highlighting situational aspects that
emphasised normality, and specific characteristics of the individual, which emphasised
difference. Therefore, the character's difficulties could be identified as a "problem" and
maintained as different from what is normal, a theme previously found in social
representations of mental illness (Morant, 1998). This process of negotiation reflects what
Moscovici (1981) terms "the crucial issue in all classifications dealing with the unfamiliar:
whether to classify something as in line with the norm or opposed to the norm" (p. 196). In
this case, the 'norm' may very well be a prototype characterised by their own personal
experiences.
Negotiation of distance and difference of emotional and behavioural difficulties that may
not be exclusively "other" may have provided a context for the negotiation of individual
controllability and responsibility. Participants in the current study attempted to define the
extent to which the character could control and attempt to overcome difficulties herself, or
whether outside intervention was required in order for her to overcome her difficulties.
Perhaps as participants come to recognise those emotional and behavioural difficulties that
may be a possibility, they also attempt to understand how they themselves might avoid it.
Negotiating responsibility and controllability might therefore be another way of distancing
themselves from the character.
Finally, in identifying these core themes, and in common processes such as negotiation,
personal experience and personal contact with others' experiences contributed to group
discussion, both to enhance the group's understanding and to validate points and issues they
were raising. Personal experience was used as a means of comparison between the
character's situation and what may be expected in the situation, and thus used as a basis for
determining normality. In this way, these shared experiences contributed to the
development of a shared understanding of the character's difficulties.
6.5.1.1 Mental illness, mental disorder, or just difference?
Given the commonalities in the themes and processes identified in group discussions, as
well as their similarities to previous research, it is interesting to attempt to exactly define
the subject of social representations being used to understand the character's situation.228
While previous research has often defined the topic of research as "mental illness" a priori
to participants this was not the case in the current study. In fact, in asking some groups at
the end of discussion (time permitting) whether they thought that the character in the study
had a "mental illness", they offered vastly different responses ranging from definite
affirmatives, to uncertainty, to definite negatives. However, common threads of
communication could still be identified that allowed participants to discuss the character
and her difficulties.
So, were they social representations of mental illness, social representations of social
anxiety, or not social representations at all? Perhaps what was identified in the current
study is that the primary basis of social representations, in this case, is one of emotional and
behavioural difference. Furthermore, the primary purpose of such social representations
seems to be to establish and negotiate the difference between the self  and the character's
emotion and behaviour.
Thus, in the absence of a prototype of someone with "social phobia", participants seemed to
develop a prototype of a "normal" person's response to the situation and compare the
character to that in order to determine difference. As Moscovici (1984) describes,
prototypes enable a classification to occur, "That is what is mainly at stake in all
classifications of unfamiliar things - the need to define them as conforming to, or diverging
from, the norm." (p33). In this case, defining the character as normal or not normal seemed
to be of importance as participants discussed distress and disruption, not necessarily to
identify them as "mentally ill" but to identify them as "different". How was such a
prototype of a "normal person's response" developed? Most often it was developed by
sharing their personal experiences, and it is through these shared experiences that they
could establish their identification with the situation and their difference from the character.
6.5.1.2.  Personal experience
Personal experience seemed to dominate the discussions, regardless of the level of
psychology education of the participants. As indicated, personal experience seemed to be
the primary means of providing a common ground for participants to discuss not only their
identification with the situation, but also in providing a context for understanding the
character's difficulties. In this way, anchoring and objectification could be seen to occur229
through personal experiences, as they attempted to place this new information into a
context that was familiar and concrete. It is interesting that even those with access to
scientific knowledge relevant to understanding the situation continued to use personal
experience to contextualise the information. Social representations at these levels may be
important, given that many participants may not have had concrete experience with "social
phobia" or "social anxiety", and so there is still some lack of focus for the knowledge that
they have attained. The only way to "make concrete" such abstract information is to use
what they know through experience - their own and those that they know.
Previous authors have identified the importance of the individual in the social (e.g.
Markova, 1996). The current study has shown the intensity of this importance, and that it is
the "self", with all of the private and shared experiences, that seems essential in the context
of social interaction. In addition however, and what has been little discussed in the field of
social representations, is that these personal experiences may not be considered equal in
their contribution to the development of social representations. As found in the current
study, personal experiences were used as a validation for claims, particularly in relation to
areas of ambivalence. This notion of inequity in the consensual universe is certainly one
that needs to be investigated further, as personal experiences, and various individuals, may
contribute in different ways to the development of social representations.
Perhaps then, social representations are a mixture of scientific knowledge that we may have
gained, and in the absence of that (or in conjunction with it), shared understanding develops
through our shared experiences. In a novel situation, when interpreting the behaviour of
individuals in response to a common situation, a comparison between the response of the
individual and our own anticipated response may occur. This may be the beginning of
identifying difference, and it may include this mixture of scientific knowledge and our own
experiences, either personal or previously shared.
However, within a social context, social representations as a social reality develop only in
so much as there is overlap in what one person knows in their experience and what another
person knows in their experience - thus defining consensus. If individuals lack relevant
experience to anchor the novel situation or new information, then, within a social context,
they may defer to those who do have experience. This new information thus becomes more230
tangible and solid through either personal experience or shared experience, through the
process of objectification. If our experiences diverge then ambivalence may be created.
However, communication regarding the information may still occur via reference to
coinciding aspects of the representation, or core features, such as observable distress,
disruption and basic difference. Negotiation and distinguishing experiences may then be
based on contextual and associated peripheral features.
In sum, a number of common themes and processes could be identified in the social
representations of emotional and behavioural difference. Personal experience seemed to be
of paramount importance in developing and negotiating a shared understanding of the
character and her difficulties. However, such social representations and the processes
involved not only guide a developing understanding of an individual's emotional and
behavioural responses, but they also guide how we respond to that individual. In the current
study various processes were often employed to help determine the emotional response to
the character, from empathy or sympathy and comfort to criticism and condemnation.
6.5.2  Differences between levels of psychology education
As described above, common themes and processes allowed group members to interact and
discuss the character and her situation. These common themes and processes would perhaps
also allow group members between the different levels of psychology education to
communicate about the individual's emotional and behavioural responses. A number of
differences could also be found between groups at different levels of psychology education.
As expected, relevant knowledge may play some role in how the character's difficulties are
interpreted and understood as those with greater psychology education use more
professional terminology and language in describing and discussing the character.
Furthermore, those with some professional experience (Masters students) may use such
language in conversation in a more integrated way. First-year student groups may also defer
to stereotypical explanations of behaviour (e.g. childhood) or recognise that there may be
explanations that are unknown to them.
Fourth-year student and Masters students, as suggested in previous studies, also focused
more on the social context of the character's difficulties, speculating how society and231
attitudes may contribute to the character's difficulties. They were also rarely critical of the
character's behaviour, recognising her difficulties as "real" and negotiating the
generalisation of the character's difficulties. First-year students in comparison more often
made critical remarks, using negative character labels and negotiating the validity of the
character's problem. It is likely that the greater education of fourth-year students and
Masters students allowed them to recognise the character's difficulties more clearly and
negotiate the ambiguities of the case vignette. Such education was perhaps also relevant in
their speculation of the more social context for the character's difficulties.
Psychology students as a whole may also differ from non-psychology students. In the
current study, a greater assessment of the character's social support, and their limits, may
indicate that, having chosen a career in a helping profession, they are perhaps more critical
of what "help" means. Within this context, fourth-year students and Masters students may
have more relevant information, allowing them to differentiate between helpful and
hindering social support.
Psychology students also seemed more ambivalent in their negotiation of difference from
the character, often identifying with her difficulties and distancing themselves in the same
statement. The use of personal experience may be a more complicated process for the
psychology student as they recognise the importance of empathising with the character by
identifying with her, but are still influenced by social representations that emphasise
difference. Recognising the similarity of "other" and yet needing to maintain "other" may
therefore be a delicate process for psychology students as they develop their professional
understandings of how to interact with those with emotional and behavioural difference.
In addition, psychology students also appeared to more closely analyse and assess the
character and her difficulties, again by exploring their own personal experiences of the
situation and identifying what may contribute to her anxieties. They also assessed the
suggestions for overcoming her difficulties, exploring what problems may occur in the
potential solutions. For psychology students, perhaps their motivation to understand human
behaviour guides their more detailed exploration of the character's problems and how to
overcome them.232
Thus, some differences relating to psychology education can be seen to have influenced
how the groups understood and responded to the character's difficulties. However, perhaps
what was most noticeable in the discussion groups was the lack of such difference.
Although scientific knowledge may play some role in describing and explaining an
individual's emotion and behaviour, it is still a mixture of scientific knowledge and social
representations that guides them through this process.
6.5.3  Methodological considerations
Several methodological issues need to be considered in interpreting the findings from the
current study. First, although the study was designed to minimise demand characteristics,
participants may still have viewed the video and discussed various issues within a context
of identifying mental disorder or mental illness. If this is the case, then it may show that
Masters students are particularly inept at recognising professionally relevant cases within a
context of psychological knowledge.
Given that participants tended to discuss the character and her difficulties in the absence of
a clinically structured professional context, it is more likely that whilst demand
characteristics may have played some role it did not dominate discussion. However,
whether participants would respond in the same way to such behaviour observed in an
everyday context in their lives certainly warrants further investigation. How such education
plays a role in how individuals respond to emotional or behavioural difference when on a
train, whilst shopping, or in general acquaintance, may provide some insight into the type
of education that may be needed for the general community. Rather than an extensive
education in psychology, it may be that specific types of information, or personal contact,
or even the frequency with which relevant experiences may be shared that may be
important in guiding response to such behaviour.
Second, the current study provided a wealth of information regarding how emotion and
behaviour may be understood, and specifically how scientific knowledge and personal
experience may contribute to the development of social representations. However, clinical
psychologists were not included in the current study due to time limitations. The
investigation of clinical psychologists' responses to the case vignette would allow a much233
clearer understanding of the progression between those without psychology education and
those who have moved beyond the highest levels of such education. Furthermore, greater
insight into the use of professional and personal experience would have contributed greatly
to identifying the integration of different experiences. Future research would need to assess
how clinical psychologists may respond to such emotional and behavioural difference to
clarify and extend understanding of how scientific knowledge may be used in this context.
6.5.4  Implications and concluding comments
The current study has identified, in support of previous research, the importance of negative
emotion and impairment in understanding individuals with characteristics of mental
disorder. In addition, the notion of difference and distance was highlighted in this study.
However, what may be of particular importance is that, when interpreting novel
information about a person's emotional and behavioural responses in a natural context, this
distance and difference is one that is negotiated, not predetermined. This negotiation is a
complex process, primarily involving an individual's own experiences in determining what
is normal and perhaps what is acceptable in responding to a particular situation.
For the theory of social representations, an unexpected finding included the possibility that
individual contributions to discussion are not necessarily equal in how they are accepted
within a social context. Personal experience may play an important role, not only in what
information is shared in social interaction, but also how social representations are shaped in
the process. The dynamic nature of social representations includes scientific knowledge that
may have been gained through various sources, as well as the differential contribution of
personal experiences.
This is particularly relevant in identifying how individuals may respond to another person's
distress and the degree to which they seek to comfort and accept or condemn and exclude.
It may be through shared experiences that include highly relevant experiences that are able
to modify and guide the development of social representations in the community. It is
perhaps common sense that if the "taboo" topic of mental illness, or emotional and
behavioural differences, were discussed more often, the community would have a greater
understanding of, and perhaps more empathy for, those individuals with such difficulties.234
CHAPTER 7
Mental health and mental illness in educational discussion
Recent suggestions in the field of social representations theory have recognised that,
whilst social representations are present in the consensual universe of common sense and
lay knowledge, they may also influence the reified world of scientific knowledge (e.g.
Bangerter, 1995). Just as social representations are influenced by common understandings
and the distribution of scientific knowledge, so too might the development of scientific
ideas be influenced by access to specific scientific knowledge and previous common
understanding.  In this way social representations of mental illness and mental disorder
may be modified throughout the course of relevant education, such as in the study of
psychology, as students interpret and learn relevant scientific and professional
information. The current study aims to assess how this may occur within an educational
context.
In particular, university classroom discussions can provide an insight into how
psychology students use social and scientific representations of mental illness to
understand and describe mental health problems. This may differ depending on the level
of access to scientific knowledge and professional experience, as well as the context in
which the discussion of relevant knowledge occurs, due, in part, to the general increase in
scientific knowledge that has been gained by those students with greater psychology
education (e.g. fourth-year students, Masters students). However, it may also be due to
the contextual demands of classroom discussions to develop more complex and
sophisticated scientific representations rather than relying on social representations or
common understandings of mental health difficulties.
This study forms part of the multi-method approach used in the current research
investigation, providing a naturalistic method for exploring social and scientific
representations. The use of classroom discussion allows an exploration of how scientific
knowledge, through course content, is negotiated and described within an environment of235
social interaction. This context allows observation of the junction at which the reified
world of scientific knowledge and practice is interwoven with the expression of personal
ideas and opinions, which are aimed at developing a consensual understanding of mental
health problems.
Generally, research in the field of social representations theory has not investigated how
scientific or social knowledge is construed or represented within educational discussion.
However, professional representations of mental illness may provide some indication of
how clinical Masters psychology students may discuss topics related to mental illness and
mental disorder, such as when discussing clients. As Morant (1998) described in her
research, mental health professionals indicate distress, disruption and difference as
essential characteristics in defining mental illness. Mental health professionals in training
may also focus on these aspects when describing and discussing mental health issues and
those with mental health difficulties. Other studies have also emphasised distress and
difference with undergraduate psychology students and psychologists, where difference is
identified in processes that distance the mentally ill from the self, or in the mentally ill as
excluded or isolated (e.g. Zani, 1993). The theme of disruption has also been identified as
important in the previous studies in the current research investigation, indicating that
these characteristics may not be limited to professionals' representations or specific
scientific knowledge. What may differ is the way in which these elements are described,
for example, the use of specific terminology in different groups discussing the case
vignette.
Unified aspects of mental illness, as described by Foster (2001) may also be of relevance
to the current study. Foster's discussion groups included students taking an introductory
psychology class and students taking their final exams in psychology. The groups focused
on locating the source of mental illness within the brain (e.g. chemical imbalance), but
recognised social factors in contributing to the onset of mental illness (e.g. bereavement),
just as the 'diathesis-stress' model is taught in some textbooks. In a similar way,
psychosocial models of mental illness were emphasised by first-year psychology students
in Zani's (1995) study, in this case focusing on treatment designed to alter the social
environment in a community setting. In the current study, the emphasis on these factors236
may vary according to the education level of the participants as they differ in their
knowledge, experience, and focus.
Foster also describes the paradoxical nature of responsibility as being common to group
discussions, and a similar tension was identified in the previous study using the case
vignette discussion groups. Differentiation may also be noticeable as students learn
various diagnoses and distinguish between them in regard to their causes, effects,
prognosis and treatments. An emphasis on such psychiatric differentiation may therefore
be more evident in clinical psychology student groups. As reported by Zani (1995)
although psychologists and psychology students emphasised social relations in
psychotherapy, they also focused on the importance of the professional's role in the
diagnosis of mental illness. An increasing focus on the professional role of the
psychologist may also be noticeable in the context of educational discussion as students
gain greater knowledge and experience in the field of psychology.
7.1  Aims and research questions
The aim of the current study was to explore social representations of mental illness and
mental health problems within the social interaction of classroom discussion. In this way,
the current study attempts to identify how social representations and scientific knowledge
may be used by students as they discuss various mental health issues. Such issues may
include discussing the nature of various mental disorders, as well as the role of the mental
health professionals, such as in treatment or intervention. Furthermore, the study explored
how social representations may modify scientific knowledge, examining similarities and
differences between student groups at different levels of education, in what they
considered important and how they discussed relevant issues. Within these broad aims, a
number of research questions were formulated to guide the analysis of classroom
discussion.
First, as a means of accessing representations of mental illness and mental health
problems, the current study considered what students talk about in classroom discussions
related to mental illness. The issues and themes that students raise as relevant when
discussing mental illness and the mentally ill may provide some insight into how the237
mentally ill are understood. As described by Zani (1993) and Morant (1998), students and
professionals in the field of psychology may express ideas of difference or distance and
emotional distress in association with mental illness and the mentally ill. Students may
also refer, explicitly or implicitly, to various types of models of mental illness as a way of
organising and communicating relevant ideas.
In addition, identifying what students discuss requires an assessment of not only those
ideas that produce agreement, but also issues that are more contentious or ideas about
which they are ambivalent. As Rose et al. (1995) suggest, social representations are
captured as much in conflict as they are in consensus. The consistent presence of
competing ideas within discussion is what makes them shared, and it is the shared nature
of such competing ideas which encourages the changing nature of social representations.
Social representations are dynamic (Moscovici, 1998), shaped and modified over time
through the exchange and interaction of different ideas and perspectives.
In order to explore the ways in which social representations and scientific knowledge are
negotiated, a second research question concerns how students talk about mental illness
and mental health problems in classroom discussions. This may involve identifying in the
ways in which students refer to mental health problems and mental illness, such as
whether, within classroom discussions, students use processes such as anchoring and
objectification (Moscovici, 1984). How, and do, students anchor such information to
other concepts such as physical illness? Or, as found in the vignette discussion groups, do
they use their own personal experience as a means to anchor and make concrete what may
be abstract information?
Exploring how students talk about mental illness also involves an assessment of the
terminology that is used, and the degree to which students may differentiate between
various mental health problems. As previously described, mental illness can be a unified
or differentiated concept. Within classroom discussion groups, this may present itself in
the use of a professional lexicon and specific technical terminology in the comparison of
various problems, as well as an identification of different causes and treatments of
different problems.238
One aspect of identifying what, and how, students talk about mental health issues
involves the way in which such classroom discussions are organised from an educational
perspective. Thus, the framework in which discussion of scientific knowledge arises is
influenced by the aims of the educational context and is therefore important in the content
and processes of such discussion. In the current study, then, some attention will be paid to
what is expected of students in classroom discussions relevant to mental illness and
mental health problems.
Finally, one of the major research questions of the current study considers how classroom
discussions of mental illness and mental health problems differ at different levels of
psychology education. This includes an assessment of what issues and themes are
consistently raised in discussion groups at different levels of education, as well as how
such discussion differs. It also includes identifying underlying themes that are present at
all levels but that differ in how they are used or how they are discussed.
7.2  Method
As part of the multi-method approach, discussion groups were used to provide an
alternative means to paper and pencil methods of assessing social representations. Within
an educational context, tutorial groups that included pre-existing discussion topics related
to mental illness were selected. Although tutorial groups are in some way organised
conversations they are perhaps more naturally occurring phenomena than discussions
designed specifically for the purpose of research.
7.2.1  Participants
In order to maintain the naturalistic context of the data collection, demographic
information was not collected. Generally, however, the demographics would be expected
to be consistent with the previous studies outlined. Estimations of the sample, such as age
and gender, have been broadly described below based on voice traits identifiable in the
audiotapes.
Approximately 18 first-year psychology students in three separate tutorial groups
contributed to the tutorial discussions. Most participants were female, and were239
predominantly younger than 25 years of age. Participants were enrolled in an introductory
Developmental Psychology unit.
Approximately 25 fourth-year psychology students enrolled in an Advanced Abnormal
Psychology unit participated across three different discussion groups. Participants were
enrolled in either the Bachelor of Psychology or the Bachelor of Arts (Honours) in
psychology. Most of the contributors were female and the approximate age range of the
group was 20 yrs to 50 yrs, with many of the participants estimated as older than 25 yrs of
age.
The number of students in the Applied Clinical Psychology program was difficult to
estimate as the same individuals participated in three different tutorial discussions.
However, approximately 15-20 individuals were present at each Professional Practice
tutorial, the majority of whom would have contributed to the various discussions.
Participants were enrolled in the Masters, the Doctor of Psychology, or the combined
Masters/PhD program. Again, the majority of contributors were female and in this case,
predominantly over the age of 25 years. Most students had had some contact with clients
in either training or professional capacities.
7.2.2  Discussion topics
First-year psychology students were provided with the discussion topic “What reasons
might there be for the high rates of suicide in adolescence? How do these reasons
compare to other difficulties a person may have? What do you think can be done to
improve the situation?”  This topic was integrated with the unit curriculum and was one
of several discussion topics to be discussed during the tutorial session. Students were
expected to broadly discuss potential reasons for the high rates of adolescent suicide
based on theory and research outlined in the unit textbook on developmental psychology,
as well as any relevant content from the weekly lectures. Although participation in
tutorials was not assessed, there was a general expectation that students would participate
in discussions as part of the unit curriculum. This allowed the process of discussion to
remain as naturalistic as possible while discussing issues related to mental illness. The
primary aim of the discussion in these tutorials was to aid in the retention of information240
and facts, and to recognise the importance of research rather than personal experience in
understanding human development.
Fourth-year psychology students were also presented with discussion topics as part of the
Advanced Abnormal Psychology unit curriculum. Topics varied and included
schizophrenia, depression and various therapy practices. Tutorials included an assessed
student presentation focusing on the weekly topic, such as an overview of schizophrenia
and the use of particular types of therapy in practice. A discussion period focussing on the
weekly topic followed the presentations, and this was the focus of data collection. The
presentations and discussions were expected to be based on the unit text and lecture
material. As a natural component of tutorials, the tutor presented various questions to
students relating to the discussion topics in order to stimulate discussion and encourage
analysis of the issues. The main aim in these tutorials was to develop an understanding of
how mental disorders are assessed and treated and to critically examine the context in
which this occurs.
Clinical psychology students were presented with a number of case studies that were
delivered in each tutorial group by several of the students attending practical placements.
These presentations were delivered as part of their assessment. Discussion of the case
followed each presentation with various issues and questions about the case raised by
students and lecturers. The case studies varied from childhood behavioural problems to
adult clinical disorders. Some tutorials also included a separate discussion section dealing
with various professional practice issues (e.g. assessment, therapy) involving topics
prompted by the lecturer. The main aim in these tutorials was to develop presentations
skills, to gain awareness of how different interventions can be implemented for a range of
disorders, and to develop an understanding of professional issues that may be relevant in
clinical practice.
7.2.3  Procedure
All psychology students were recruited from their regular classes.  The units selected
covered topics that were likely to be related to mental illness and discussion of
individuals who potentially had a mental illness or mental disorder. Participants were241
informed at the beginning of the tutorial that the study was aimed at identifying how
people understand health and well being. Students were reminded both verbally and
through an information sheet  (see Appendix P) that all information disclosed by students
would be kept confidential. Students were asked permission to have the tutorial audio
recorded for the purpose of accuracy and that this process was voluntary. Students could
refrain from participating by indicating to the person recording the tutorial to stop
recording when they spoke, by not participating in the discussion during the section that
was taped, or by approaching the researcher at a later date and electing to have the
information removed. No participant objected to the tutorial being recorded, nor asked to
have his or her comments omitted. Consent was gained from all participants.
Students participated in the tutorial discussions in groups of 5-20 individuals. The
discussion progressed in accordance with the aims of the tutorial for that particular
session. The discussion leaders (tutor or lecturer) facilitated discussion as they would
normally have done so in any other tutorial so as not to disadvantage any tutorial group
that was not participating in the research. In this way the context of discussion was as
naturalistic as possible. The relevant discussion sections of the tutorials ranged from 20
minutes to 50 minutes.
7.3  Analysis and Discussion
7.3.1  Analysis Overview
The major research questions centred on the content of the discussion (what issues are
raised in discussion of mental health issues?), the process of discussion (how are they
discussed?), and how that differs over the course of psychology education. This was
achieved by focusing on psychology unit classroom discussions at three important levels
of psychology education. Students were sampled from those in first year, who were at the
beginning of their degree, fourth-year students who were at the end of their undergraduate
degree, and postgraduate students (clinical Masters) who have specialist knowledge and
experience in the area of mental illness. Each of the classroom discussions focused on
topics relevant to mental illness and mental health problems, and were chosen because242
they encouraged discussion amongst class members rather than typically being presented
in a lecture or presentation style format.
Given the qualitative nature of the data, thematic analyses of the verbal discussions were
conducted as described in the previous study (see section 6.4.1). In particular, the
analyses followed guidelines regarding the analysis of qualitative data such as discussion
groups (see e.g. Hayes, 2000; Krueger, 1988; Vaughn, Schumm & Sinagub, 1996). There
was thus a focus on the content of the discussions, identifying various themes and issues
related to the tutorial topic. This involved identifying various items of interest, sorting the
items into potential themes, and then reassessing each discussion for the potential themes
previously identified. All available relevant material in the group discussions was then
used to construct the major themes.
In addition, the themes and issues were assessed in relation to the context in which such
discussions were framed (ie. the purpose of the classroom discussions from an
educational perspective). Finally, the process by which scientific knowledge and common
understanding were integrated into discussions was explored. Participants quotes are
presented throughout the analysis, and as used in the previous study, the same codes were
used as in the case vignette discussion groups (B: first-year, C: fourth-year, D: Masters).
Group codes were also assigned  (e.g. C2: fourth years, tutorial 2) as were individual
participants (e.g. C3F, fourth years, tutorial 2, participant 6). The data will be described
by first presenting the general information regarding the tutorials, including the purpose
and aims, in order to contextualise the analyses.
7.3.2  Context and general outline of discussion
All students in the three introductory developmental psychology tutorials were asked the
same prompt question regarding the high rates of adolescent suicide. The framework for
the discussion centred around the nature of reasons for adolescent suicide, comparisons
with other problems often found in adolescence such as anorexia and bulimia, and what
could be done about the problem. Generally, although some reference to theories was
made, students largely contributed their own ideas, discussing problems such as
depression and various stressors associated with the period of adolescence.243
The fourth-year abnormal psychology unit focused on a variety of mental health issues,
such as schizophrenia and depression, as well as aspects of the mental health profession.
Specifically, this unit encouraged discussion, debate, and critical analysis of these mental
health issues, the role of relevant professionals, and the profession itself. Although the
classroom discussion focused on the content generated by student presentations, which
related to the general topic for that week, the students were encouraged to present their
own ideas about subject matter through discussion and debate. Students in the discussions
raised issues regarding different therapies and therapeutic outcomes, the nature of
assessment of various disorders, and the influence of the biological model and psychiatry.
The clinical psychology student discussions were based on case study presentations,
given by students about clients they had seen on practical placements. The aim of
delivering case presentations was to provide students with access to a variety of different
cases and interventions that they may not have the opportunity to see during their
practical placements. As such, students were encouraged to ask questions and discuss the
cases following the presentations. Unlike the first-year and fourth-year students' tutorials,
which emphasised a much broader focus, these discussions more often specifically
emphasised the nature of mental health difficulties within particular individuals. On some
occasions, however, the lecturer prompted a discussion session on professional practice
issues as part of the usual tutorial.  As may be expected of a unit focused on professional
practice, students generally raised questions and discussed topics related to assessment
issues, therapy processes, intervention components and possible difficulties with clients
and treatment.
7.3.3  Common themes and issues
A number of general themes and processes were identified throughout the tutorial
discussions that appeared common to all education levels. As found in previous research
and in the previous studies, this included a discussion of the emotions and behaviour of
the individual, a comparison of associated internal and external factors, issues of agency,
and the social context of mental health problems.244
7.3.3.1  Negative emotion
There were a number of references made in regard to emotions and behaviour as
characteristic of an individual's difficulties. For first-year students, this included those
contemplating suicide as discontent, depressed, and being in "emotional turmoil".
Furthermore, the suppression of emotion was considered important as they discussed how
males in particular "don't see emotional problems as real problems, worthy of talking
about". Behavioural cues were also used as indicators of emotional difficulty, such as
giving away possessions and drug overdoses seen as being "cries for help".
Fourth-year students also referred to emotion, such as discussing the role of emotional
responses and related behavioural cues in assessment and identification of an individual's
difficulties. For example, one group discussed how similar expressions of emotion might
result in males and females being labelled differently. Emotional difficulties were also
assessed in order to identify aspects of an individual's difficulties that can be assisted by a
psychologist.
"C1D: …those people who come in with 3 kids, who have no money or no job,
and they're feeling down, you might be able to help them feel good for that hour,
but you're not resolving the bigger issues. It's easier to treat those people who are
relatively happy in terms of what they've got in their life but they're unhappy
psychologically, you don't have to fix the world to help them, whereas the other
person you've got to fix society almost to help them."
As would be expected, given the context of the case presentations, Masters students
made reference to emotion and behaviour, occasionally emphasising negative emotion in
the ensuing discussions. For example, one case discussion referred to the distress of an
individual with a medical condition and another referred to the importance of clients
acknowledging negative emotions rather than suppressing them, which was similarly
described in first-year tutorials. The importance of particular emotional responses and
behavioural cues was also emphasised in the assessment of depression, where it was
discussed that specific items regarding behaviour and emotion could provide greater
insight into the client's difficulties than an overall score alone.
In previous research and in the previous studies, negative emotion, such as distress, and
related behaviour have been the primary characteristics of mental illness and mental
disorder (e.g. Morant, 1998; Zani, 1995). Within the varying contexts of psychology245
tutorials, emotion often plays an important role as students attempt to explain and
understand psychological difficulties. Whilst discussing emotion is hardly surprising
given that it is a core concept investigated within the field of psychology, it is specifically
the role that negative emotion plays in identifying disorder or difficulty that is
emphasised.
7.3.3.2  Negotiating the importance of internal and external factors
One aspect of discussion that was particularly evident in the groups focused on
determining the boundary between factors within the individual and factors outside of the
individual in contributing to problems such as adolescent suicide and various disorders.
These issues were often a point of contention, with some ambivalence about the relative
importance of internal and external causes. Thus, although these factors were often
suggested or discussed separately, they were also compared directly in some discussions.
In reference to individual processes, students in the first-year psychology tutorials often
discussed the importance of "learned helplessness" as well as problems with establishing
a personal identity, and low self-esteem, highlighted during the developmental period of
adolescence. These issues were presented in the textbook and were described in similar
terminology. In some sense, then, as expected from the context in which the discussion
was framed, students were already beginning to integrate scientific knowledge into their
understanding of individuals with mental health difficulties.
Some students also commented on the influence of "depression", as well as referring to
the importance of an individual's thoughts about themselves and the world. In addition,
some students not only mentioned the helplessness, or lack of control, implied in suicide,
but also suggested that attempting suicide was a means of the individual taking control.
"B1C: …you have to come to a point and go 'There are some good aspects of
life'. With your self-esteem, you can change it, rather than always looking at the
bad things in life."
"B1B: Someone in that frame of mind, who don't have control of anything else,
have control over their destiny - when they die - they ultimately can make that
decision. They're not allowed or can't do anything else, but it's like 'I can still
take my life'…"246
The notion that problems, at least in part, stemmed from within the individual was
implied from such statements. It was also directly mentioned by students who suggested
that some people might be "predisposed", or that it is something about the individual,
rather than the situation, that leads to suicide.
"B2A: I think it's an individual person thing. Certain people, I mean, you could
have the greatest family around, lots of money, a beautiful house, good friends,
and they still commit suicide."
As with first-year students, the idea that mental disorder or mental health problems
develop from internal sources was also mentioned or debated directly by fourth-year
students. While the strict biological model was often criticised throughout the discussions,
some students still queried the impact of genetic factors, inheritance, and neurochemical
influences on mental disorders such as schizophrenia. There was also some emphasis on
the individual's state of mind.
"C1A: Are we confusing two issues here - how a person feels, a person' state of
mind, and then the actual, practical social problems that they're dealing with? …I
can feel miserable without having two kids and a husband that beats me up every
day. I do feel miserable often, and I don't have any of those things. So you could
argue that I don't have social problems, but you could also argue that my state of
mind isn't always the best…"
In addition, there was some discussion about the inherent nature of some forms of
'abnormal' behaviour ("some people are just bad"). While the nature of the behaviour was
not specified as related to mental disorder per se, the idea that some forms of behaviour
are driven by an inherent nature highlights some attraction towards locating a person's
difficulties within the individual.
Within the context of therapy and interventions, as well as more generally, Masters
students also raised issues related to the boundary of individual/internal and
social/external factors impacting on the development and treatment of particular
problems. As expected, within the case presentations, the focus was clearly on the
individual. Emphasis on internal factors was also noticeable in a discussion on the topic
of intelligence with the general conclusion that intelligence was an inherent characteristic
rather than a function of the environment. Like the fourth-year discussions, although such247
debate was not specifically related to mental disorder, it emphasises that there are some
aspects of the human condition that are considered driven by internal mechanisms.
This notion of individual factors was also combined with an acknowledgment of external
factors, raising them throughout discussion, in conjunction with internal factors, or in
contrast to individual factors. For example, first-year students suggested that the pressure
to succeed in university entrance examinations was an important factor ("There's so much
pressure in high school, just to get to uni, or get a job, it's so competitive."). Other aspects
of societal pressure, such as unemployment and pressures on males to suppress emotion,
were also mentioned. Some students also described the intense pressure of certain aspects
of life imposing on adolescents, and that this pressure was differentially experienced by
adolescents, such as some individuals who are "not able to deal with things as well as
other people".
"B2E: All the change during this period contributes to some people feeling
isolated, or they have problems with their family, or maybe hormones trigger
situations.
B2F (in response): Also if they're late developers and they have real problems
identifying with themselves and dealing with their emotions and feeling insecure
and inferior to their counterparts who are maybe early developers. That feeling
of insecurity and nervousness in a situation where they're not able to speak to
anyone else or where discussion isn't encouraged, could contribute to the whole
build up of the nervousness and insecurity and not being able to make the switch
over from adolescence to adulthood. Just not being able to cope with the
changes, and not having some introspection, and the whole support's not there
from peers."
In a sense, they were already beginning to, inadvertently, express a diathesis-stress model
of mental disorder, for example emphasising internal psychological difficulties (e.g.
insecurity through social comparison) which are exacerbated by events or experiences
that act as stressors (e.g. developmental changes, lack of peer support).
Fourth-year and Masters students also discussed the relative influence of various
environment and internal factors. For example, as described above, some fourth-year
students assessed how external factors (e.g. "no money, no job") contribute to some
individuals' difficulties.  Some Masters students also discussed environmental factors
relating to the onset of particular difficulties (e.g. "it' s possible that the stress she was248
going through contributed to something") as well as in maintaining the individual's
difficulties (e.g. a client's negative environment living with her parents).
In sum, the discussion and debate over the influence of internal factors and external
factors emphasises an underlying psychosocial model, as described by Zani (1995) of the
psychology students in her study, and Foster (2001) in her discussion groups. These
students recognised that both individual processes and the individual's environment may
play a role in an individual's distress. Furthermore, although different groups may have
had different opportunities to discuss this interplay of factors, it seemed to be understood
by psychology students with little relevant education about the psychosocial model and
those who have studied it explicitly.
7.3.3.3  Responsibility, agency and control
In relation to internal and external factors mentioned above, some students also described
an individual's responsibility, agency and control in regard to their emotion, behaviour
and in overcoming their difficulties. As indicated, first-year students referenced the aspect
of choice or control in adolescent suicide (e.g. "it's a choice type situation"), with some
students describing suicide attempts as being some means of regaining control over their
helplessness. Others referred to the role that the individual may play in overcoming
difficulties.
B1A: …If we're going to be trying to support these people, we need to help them
try to solve situations by themselves, not just coming to terms with it and
expecting someone to have all the answers."
Fourth-year students also mentioned responsibility, for example, in discussing the effects
of providing a diagnosis.
"C2G: …from the point of view of the people around the person being
diagnosed, they can feel relieved that it can be named, and the person affected
can say 'Thank God I can label something.'
C2B (in response): You're not responsible for feeling better either, or they [the
diagnoses] do have a role and they could get worse.
C2G: Well, you're not going to make an effort to get better and to improve
relationships because it's not your fault."249
Whilst Foster (2001) describes the notion of mental illness as sometimes justifying or
absolving an individual of responsibility, there was also a sense that the mental illness
was within the choice or control of the individual, even suggesting mental illness is an
"excuse" for some behaviour. For some fourth-year students in the current study this
possibility was similarly identified in that simply providing a diagnosis may be perceived
as relinquishing responsibility for overcoming their difficulties. Masters students also
raised issues of control and responsibility of clients in obtaining therapeutic outcomes.
For example, difficulties in making positive progress with a client were sometimes
associated with the client's willingness or effort in changing (e.g. "He was saying 'Why
should I change?'"). Similarly, the notion of identifying clients who were ready and
willing to participate in group therapy for post traumatic stress disorder was mentioned.
"D2B: Well, clients are assessed for their suitability, and we're picking people up
who are ready to work on the issues and those who are willing to share the
trauma…"
Responsibility and control were seen as important themes in the previous study in
discussions of the case vignette. Negotiating the responsibility of individuals in regard to
mental health problems has also been discussed by previous authors (e.g. Foster, 2001;
Weiner, 1995). In the current study, within an educational and scientific context,
identifying the locus of responsibility, agency and choice, was also observed. This may
act as a means of establishing difference from the individual's difficulties by
acknowledging that they themselves possess some control over avoiding distress, just as
those who are distressed have some control over their difficulties. For these students, who
may eventually assist such individuals, identifying an individual as partly responsible for
overcoming their distress, even if the client is relinquished from responsibility for the
cause of it, may play a role in how they judge the therapeutic process. In this way, it may
act as a socially acknowledged form of at least partially minimising their responsibility
for therapeutic outcomes. Although it may be an accurate suggestion (ie. the client does
have some control over progress), the relative responsibility of the therapist and the client
in outcomes may be debated and negotiated.250
7.3.3.4  The importance of others: Social and Societal influences
Another common theme that was frequently raised throughout the group discussions was
the importance of the social context of an individual's difficulties. This was previously
mentioned briefly in relation to negotiating the impact of external factors and the
environment, but warrants greater attention due to the frequency with which it was raised.
Specifically, the importance of other individuals was evident when discussing the
contribution of interpersonal factors to an individual's distress, as well as the influence of
society's norms and social structures in both the cause and solution of a person's
difficulties.
For first-year students, an important aspect when considering adolescent suicide was the
individual's connection with other people. As found in previous research in social
representations of mental illness (e.g. Zani, 1995), isolation from others was frequently
mentioned. Loneliness and a lack of social support, as well as not knowing "who to turn
to, to talk to", and being unable to connect with others to talk about their difficulties, were
consistent themes. Discussing the influence of social relationships included emphasising
the family as well as describing the importance of peers during adolescence. For example,
the role of the family unit in contributing to problems was discussed, such as the lack of
availability of parents, stress imposed by parents, and a lack of familial support at times
when adolescents needed them. The role of peers and school friends was similarly
emphasised, where friends could be a protective factor, but being unable to "fit in" with
relevant social groups and bullying could be problematic and could contribute to
problems experienced by adolescents.
"B2F: …there's a lot of people who don't have that family support, where mum
and dad might work, and you go to an empty house every day and there's nobody
to talk to…there's just nobody at home and they feel isolated…"
"B1C: Also, I think not fitting in. Like, I knew a girl in high school, and she had
no friends, she got teased, everyone used to make fun of her, so she was, like,
discontent. "
This importance of interpersonal factors was also highlighted in strategies to help such
adolescents by means of social support, crisis support, and professional support. The
nature of this support was sometimes debated with different emphases on the importance
of providing support via the family, through the education system (e.g. the "school251
chaplain"), or through professional counselling.  However all such suggestions stressed
the need for the opportunity to "talk to someone" and connect with other people.
As described previously, external influences, based on society and the community, were
implicated in the discussions. For example, first-year students discussed unemployment
and society's perspective on males' expression of emotion, particularly in the "culture" of
rural life. Similarly, the problems that occur in adolescence when "you find your identity
and society has trouble with the particular identity that you've found" were also
mentioned. Furthermore, the relevance of broad social factors was also reflected in
discussion about what could be done about the problem. This included the need for
improved provision of resources, greater awareness and education for adolescents on how
to access resources, and education for parents and teachers in how to identify people with
risk factors for suicide and depression.
Fourth-year students also occasionally referenced social relationships within discussion,
such as mentioning depression in association with isolation, or describing difficulties in
social relationships in association with distress. However, within the framework and aims
of the tutorials, the societal context of mental health problems and the mental health
profession was continually raised. In regard to the unit aims, this included developing an
awareness of how mental disorder has been constructed within society. For example,
some students discussed the notion of gender bias in the diagnosis of particular
personality disorders based on gender-role normativity in emotional expression. The
dominance of the medical model within society and its influence on assessment and
treatment practices in psychology and psychiatry was also a common theme amongst
fourth-year groups. Other students debated the influence of resource allocation and the
reliance on quantitative assessments to determine how resources are distributed.
Masters students regularly emphasised the individual client existing within a social
framework. In particular, the importance of family members such as parents and spouses
was consistently mentioned. They were considered important in the assessment process
where they could provide information that was otherwise lacking. Family members were
also considered in their contribution to the individual's difficulties as well as affecting the
outcomes of the intervention.252
"D1G: When clients have difficulty recalling their history, do you get other
family members to patch up missing areas?"
"D4A: With the husband, was he part of the problem? It looked like he thought
she was not being a perfect mother.
D4B (in response): Well, apparently he was quite supportive, but she didn't want
to talk too much about it, she avoided it really. He didn't really help the
situation…the whole family thought she should be over this by now."
This emphasis on the role of social relationships in the context of mental health problems
is consistent with general instruction in postgraduate units that highlights the impact of
the social environment in both contributing to and in maintaining an individual's
difficulties. Whilst societal influences may feature less prominently in the discussion of
individual cases they were occasionally discussed in relation to the notion of assessment.
For example, some discussions raised the idea of society's concern with disadvantaging
minorities with intelligence tests and the increasing reliance on quantitative assessments.
The importance of the social context of an individual's difficulties has been noted in
previous research identifying psychology students' representations of mental illness and
related treatment (Zani, 1995). In the current study, this also extended to the wider
context of the community and society in establishing contributing factors to the cause and
treatment of mental illness, and impact on the mental health profession. It is interesting,
however, that in the case vignette discussions, first-year students did not emphasise
societal factors yet they were raised spontaneously in the current study (e.g. resources,
awareness, societal pressure on suppressing emotion in males). It may be the case that the
first-year tutorials provided a much more open focus in discussing "adolescent suicide" as
a general concept, while the Masters students aimed to present a much more individually
focused description of specific cases. In addition, however, whilst some of the issues
raised were present within the unit textbook most of them were not. Perhaps the media
emphasis on suicide as a "social problem" exemplifies common knowledge and social
representations of adolescent suicide, in the same way that "images of women in the
media" are popularised as contributing to anorexia and bulimia.
Overall, it is evident that although the educational aims and context of group discussion
varied, a number of consistent themes were observed across the different levels of
psychology education. As found in previous studies, the notion of negative emotion, such253
as distress, was raised either explicitly or integrated in general discussion about an
individual's difficulties. The negotiation of the relative influences of internal factors and
external factors exemplified the notion of the psychosocial and diathesis-stress models of
mental disorder often described psychology textbooks. In addition, in regard to internal
and individual factors, identifying the responsibility of the individual in their contribution
to their difficulties or in overcoming their difficulties was mentioned. Finally, consistent
with the idea of the psychosocial model, the importance of the social context either in
social relationships or in the influence of society's values and social structures, was often
raised by psychology students. Although many of these themes were discussed with more
or less sophistication and complexity depending on the level of education, it is likely that
these issues are raised more generally as part of social understandings of mental illness, as
well as in the specific development of a more scientific understanding.
7.3.4  The influence of education and scientific knowledge
A number of themes and processes arose throughout the groups, across the different
levels of education. These themes and processes may highlight the continued importance
of some issues in attempting to understand and explain mental health difficulties. In other
words, those aspects of the social representation, such as distress, and negotiating internal
and external contributions such as responsibility and the social context of mental health
problems, remain in focus despite gaining scientific knowledge. It was also evident
however, that scientific knowledge did play an important role, mainly in how the notion
of mental disorder was discussed. Some of these differences may be expected based on
the educational background, such as a greater focus on therapy, or the use of highly
specific terminology, used by Masters students. Others may be based on the expectations
of students studying at a particular level, such as a focus on professional experiences at a
Masters level.
7.3.4.1  Experience and example: Personal, scientific, and professional
As found in the previous study (see Chapter 6), students across different levels of
education used personal experience, of either their own or another, in order to interpret
the character's behaviour. Within an educational context, experience and examples were
again used in order to understand and explain behaviour, highlight particular ideas, and at254
times to justify particular arguments. However, the nature of the experiences and
examples differed across the levels of education varying between the use of personal
experiences, research, and professional experiences.
In first-year psychology tutorials the primary purpose was to explore issues in relation to
adolescent suicide by applying and discussing theory and research presented in the unit
textbook. Although some reference to psychological concepts was observed, they more
often used personal experiences, and those of their friends and family, to provide a frame
of reference for their ideas, to validate their opinion, and determine the legitimacy of an
individual's difficulties.
"B2G (in discussing parental absence): I don't talk to my parents, I really don't,
and I've never felt suicidal. That's why I think it's more than that."
"B3C: …I was speaking to someone the other day … the brother of a girl who
tried to commit suicide, and she'd tried about 8 times. Once, she sat down by the
swimming pool …and tied bricks to her legs and her younger brother was there.
Now how serious was she? But she had tried numerous times before, and she
was deeply depressed, and depression is involved in almost every case.
"B3D: There was a girl at my school who every day would come and say 'I want
to kill myself' and then she'd cut and scratch her wrists, and I could never
understand why…and I used to think it was almost ridiculous that she did that
because it was obviously for the attention…"
Often, the individuals who most consistently contributed to and guided the direction of
discussion were those who had provided examples from their own experience. In addition
to personal knowledge of relevant experiences, occasional examples were also given from
the media, such as current affair programs and documentaries directly relevant to the
subject matter. These examples were also used to provide a framework to share ideas.
In this way, such experiences provided concrete examples of the specific issues related to
the topic. Thus, where the students had available personal concrete examples related to
the topic, they would use these experiences to objectify ideas about relevant concepts
such as reasons for suicide. These personal examples then served as anchors for other
group members to discuss new knowledge, or more often, their own opinions and ideas.
Like Moscovici's (1984) description of prototypes, these first-year students were
developing a shared image of the adolescent contemplating or attempting suicide. The
sharing of ideas and possible explanations may begin to express what that image is, and255
personal experiences, particularly those that are shared in discussion, may shape and form
those ideas to create a more solid group understanding of a concept such as adolescent
suicide.
First-year students relied heavily on the use of personal experience to share ideas and
knowledge about mental health problems specifically, for example, in explaining related
behaviour and the possible causes of such problems. Fourth-year students also used
personal examples to highlight particular issues, although less so than first-year students.
This included examples that contextualised an opinion, justified a point, or were
occasionally mentioned in humour (e.g. "…my wife has all kinds of disorders."). Fourth-
year students, however, also referred to the literature and various research that they had
studied, including information gained during previous units. This was integrated into
discussion about, for example, comparisons of therapeutic effectiveness, the biological
basis of mental disorder, and motives for individuals' behaviours. As may be expected, in
comparison to first-year students, fourth-year students showed greater knowledge of
relevant literature related to mental health that they had gained during their education.
On occasion, fourth-year students also used professional experience, when they had
worked in a related area, in order to provide an example of a particular idea. Although
such examples were infrequent, professional experiences may be used in the same way as
personal experiences such as to validate a claim and make concrete what may be an
abstract argument.
"C3C: Where I've worked, I know a lot of guys who have [committed
crimes]…when you actually hear their stories it's easy to understand why they
did what they did, it becomes very clear, you know. And for most of those men,
you know, with other ingredients … like different life circumstances or
whatever, you know those men would not have chosen to do that, or are much
less likely to chose to have expressed emotion in that way. But there are other
guys, who commit those offences, and they're just bad. They are just bad, and
they're waiting to get out to do it again."
Thus, within the context of tutorial discussions, fourth-year students discussed a range of
various ideas and generally abstract concepts by referring to the literature, by using
personal experience, and by citing professional experience. However, it should be noted
that concrete examples were less noticeable in fourth-year discussions than in first-year
discussions. There seemed less of an emphasis on personal experiences to provide a256
framework for developing an understanding of the information and a greater willingness
to develop discussion and debate within an environment of abstraction.
Masters students relied even less on personal experience. Instead, given that the purpose
of the tutorials was to discuss professional experiences (ie. case presentations), it was
these experiences that were featured. Tutorial topics about the therapeutic process and
assessment either remained a more general and abstract discussion, or they were applied
to previous and current clients with whom the students had worked. For example, in
discussing how client motive may influence the therapeutic process, a number of students
offered their own professional experiences in an attempt to identify what motive is and
how it is influential. While this is largely to be expected, based on the unit aims, there
was an absence of personal experiences shared in the same way as observed in the first-
year discussions. In a way, the professional experience of the Masters student is the
personal experience of the first-year student. Perhaps by this stage, personal experience is
filtered out of the professional context, or at least not overtly discussed.
The use of the differing range of experiences may highlight the notion of Moscovici's
reified world of science, making the tangible world intangible. For first-year students, the
boundary of the social and the scientific is filtered through personal experience - the
development of a working theory still relies on what is personally relevant and can be
directed by such experience. Fourth-year students on the other hand, being increasingly
integrated into the intangible world of a scientific discipline, rely more on the abstract,
discussing ideas with occasional interjections of personal experience, and professional
experience if available. For these students, personal experience is not generally used as a
framework for understanding the abstract, but may be used to debate abstract ideas.
Finally, Masters students, who are even more socialised into the profession, may use
professional experience instead of personal experience to contextualise information. For
these students, professional practice units may be designed specifically to make the
intangible models of mental disorder more familiar. However, they are made more
familiar from a different perspective. Whilst personal experiences place familiarity with
distressed individuals at the side of the first-year student, professional experiences place257
familiarity with distressed individuals in opposition to the Masters students, from a
position of assistance and advanced knowledge.
In sum, while all of the discussions involved somewhat abstract theory and ideas, first-
year students may be seen as attempting to make such concepts more concrete within
their own personal frame of reference. Fourth-year students, in addition, used research
examples and occasionally cited professional experience, but generally continued much of
the discussion within an abstract context. Masters students avoided disclosing personal
experiences, referring to professional experiences in attempting to understand new
information, and like fourth-year students, discussed ideas rather than personal
experiences. While both personal and professional experiences may make the abstract
more tangible, they may do so from different perspectives.
7.3.4.2  Psychological terminology: from the general to the technical
In a similar way to the use of experience in tutorial discussions, the use of psychological
terminology also differed between levels of education. The language used in discussion
moved from broad general statements, with occasional references to specific concept
related terms, towards a technical language consistent with a highly specialised field. This
development of a professional lexicon also involved the integration of terminology into
general discussion with greater fluidity, suggesting a degree of assumed knowledge
amongst the group's members.
In discussing adolescent suicide, for example, first-year students used common terms that
are associated with an explanation, such as "isolated", "cry for help", "insecure", and "low
self esteem". Some students also mentioned specific concepts that were cited in the
textbook, primarily "learned helplessness", and referred to specific disorders such as
"depression", "anorexia", "bulimia", and "psychosis". Other than "learned helplessness",
which may in fact be a somewhat self explanatory term, most of the terminology may be
found in newspapers or magazines discussing various aspects of mental health or other
emotional and behavioural difficulties. The terminology is therefore inclusive, allowing
almost any individual with a similar general education level to participate in the
discussion.258
In using terminology related to disorders, first-year students tended to find similarities
between those who attempt suicide in adolescence and other difficulties such as anorexia
and bulimia. For example, anorexia and bulimia may have similar contributing factors to
adolescent suicide, or they may be related to difficulties in establishing identity and
contribute to the possibility of adolescent suicide.
"B1A (in discussing suicide as a means of gaining control): The same position
can be used to explain why people go through anorexia, because they have
control over their own body, over what they eat, more than anything else."
"B2A: …If you're having trouble finding your identity and you've got things like
anorexia and bulimia coming in it can add to the struggle to find your identity
and you can become suicidal because you can't find your identity…"
Perhaps the more general introduction to psychology encourages first-year students to
find similarities between various labels of disorder and difficulty, connecting them
through common elements, such as a lack of control, or the struggle to find identity.
These elements may also be associated with central themes of mental illness and mental
disorder such as in creating distress, or identifying difference from what is normal (e.g.
having control, or developing an identity). Attempting to find similarities between various
mental disorders, or by anchoring them to other disorders, may enable students at this
level to begin building a framework for understanding and interpreting information about
other mental health difficulties. Alternatively, just as Foster's (2001) participants
identified both depression and anorexia as "lower-order" disorders, this association may
also contribute to the process of identifying similarities between these problems. Further
research could more clearly identify whether the initial stages of psychology education
involve developing a general understanding of mental disorder, or whether the similarities
between lower-order disorders is more common to the wider community.
As may be expected, fourth-year students used a wider variety of more advanced
psychological terminology in describing aspects of mental health difficulties and the
mental health profession. For example, students discussed "person-centered therapy" or
"PCT", "empathic concern", "scientist-practitioners", and the DSM-IV. They also
mentioned a number of disorders, including those often mentioned in the community,
such as "depression", "schizophrenia", and "ADHD", as well as perhaps lesser known
terms, such as "histrionic" personality disorder, "somatism", and "cyclothymia". Thus,259
although the discussions included some general terms that may be more commonly
understood, the discussion also included terminology, as well as highly specific topics,
that would exclude those that did not have a relevant educational background in
psychology.
This notion of exclusivity could be seen even more clearly in the Masters discussion
groups. One of the most noticeable aspects of how clinical psychology students discussed
relevant issues was in the terminology that was used, not only to describe specific
components of the case, but also in the fluid way in which the terminology was integrated
into conversation. The language was mostly specific and technical; for example,
"therapy" was used as a general label, and more often replaced by the words "treatment",
and "intervention", as well as specific references to types of intervention such as
"progressive muscle relaxation". The discussions were also frequently marked with
abbreviations, used without explanation and with an assumption of understanding, such as
EMDR, CBT, WAIS, SUDS, and EEG. This is to be expected given the highly
specialised nature of the unit, and at this level it becomes unlikely that an individual from
outside of the group would be able to participate in discussions with ease.
As found in the previous study (see Chapter 6), students with greater psychology
education exhibited the use of specific terminology that was increasingly integrated into
general discussion. The current study complements those findings, and suggests that the
knowledge gained from education and used in educational discussion may also be used in
a more social context when discussing the behaviour of an individual. Within educational
discussion however, the terminology and highly specific nature of discussion exemplifies
the exclusive nature of professional discourse with advancing education. The language
used by clinical psychology students is perhaps so technical and assumes such a great
deal of previous knowledge that postgraduate students from other fields of psychology
(e.g. organisational psychology) may still have difficulty participating in such discussion.
In sum, first-year psychology students tended to use more common terminology, and the
nature of the discussion allowed the conversation to be more inclusive of other
individuals, despite the occasional discussion of more technical concepts. The language
used by fourth-year students, and Masters students in particular, was more exclusive and260
assumed greater knowledge, exemplifying the influence of specific knowledge on the
development of communication between group members. Thus, the socialisation or
professionalisation of psychologists may develop not only through what students are
taught, but by how they communicate in educational interaction. For the developing
clinical psychologist, this includes the use of highly technical terms and concepts relevant
to the mental health profession.
7.3.4.3  Therapy and professional practice: from "counselling" to "CBT"
Students from the different year levels also discussed various issues associated with the
theme of therapy. At a first-year level, there was a basic understanding of the need for
individuals with mental health difficulties to have support, through education, the family,
and "counselling", including telephone help lines, to provide distressed adolescents the
opportunity to "talk". There was some recognition that other professionals were relevant
to mental health problems (e.g. GP's, school chaplains) but students did not tend to
distinguish between potential mental health practitioners in how they could assist.  In this
way, first-year students' references to assistance were usually broad and general, with a
greater emphasis on the importance of counselling and support rather than on the process
of counselling.
At a fourth-year level, the notion of "therapy" was more prominent, with the recognition
that psychologists and the psychology profession have a specific purpose in dealing with
individuals with mental health difficulties. In this sense, fourth-year students had begun to
develop a representation of the "psychologist" and the profession of psychology. Some of
the discussions were still general in nature, in this case concerning the process of therapy,
placing importance on developing a trusting relationship with the "client", to listen to
their concerns, and to help them with their difficulties. Students were also specific in
some discussions about therapy, such as debating the utility of different approaches and
whether particular types of psychotherapy, such as person- centered therapy, worked well.
Discussion about the nature of therapy, and indeed, good therapy, were occasionally
made when directly discussing therapy. Students also indirectly implied what therapy is
and how to 'help' individuals by discussion of what it is not, or what it should not be. This
was particularly evident in the frequent discussions about therapeutic practice in other261
professions, such as medicine and psychiatry. Students' criticisms about the emphasis on
medication to treat psychiatric difficulties provide an indication that therapy, and perhaps
good therapy, does not involve the use of drug treatments. Similarly, criticisms about the
psychiatric process of dealing with individuals provide a framework for understanding the
nature of emotional and behavioural difference.
"C2B (in discussing psychologists prescribing medication): It's a good thing that
psychs don't have the right. If you go to a psychologist at least you know that
you'll possibly be heard and helped without being put on drugs."
"C3D: (in regard to medical model and psychiatric assessment): There isn't a
sense of basically trying to help the person deal with whatever problems they've
come with because you've categorised it as something. So you've said, 'OK they
display this, this and this. Well, then, if that's the case it must be because of the
biological thing, so let's give them some drugs to fix it.' rather than helping them
work through all the stresses in their life that's causing whatever they've got."
Thus, by challenging the use of medication by psychiatrists, and by stating that the
medical profession overemphasises biological causes, the dominance of the biological
model of mental illness and mental disorder was in some way denounced. Instead, to be a
good 'therapist', or good psychologist, is to be someone who does not depend on the
processes of the medical or psychiatric profession, who does not just label individuals and
who does more than simply prescribe medication. At a fourth-year level, developing a
representation about 'the psychologist' was partly expressed by comparison to other
professions, or by describing what it is not. The underlying criticism of psychiatry and the
medical model of 'mental illness' was also found in the word association task, perhaps
indicating an understanding of the 'psychologist' as being in opposition to the
'psychiatrist'.
From this focus on 'therapy' and the framework for therapy, it can be seen that students
begin to develop a representation of the profession of psychology within the context of
discussions about mental illness and mental disorders, or 'abnormal psychology'. This
representation is not developed in isolation, but in comparison with other professions, in
the context of the role that other professions have in attending to individuals with mental
health difficulties. For students at this level, this involved criticism of the dominant
model, perhaps partly by anchoring their understandings of the psychologist in opposition
to their understanding of the psychiatrist.262
The emphasis on therapy and the influence of the psychologist was thus presented within
discussion focused on frameworks for theory, therapy and practice. Students not only
explored what therapy is, but, as taught in the unit, in what context ideas about therapy
exist and develop. This included identifying the societal context of understanding and
labelling mental disorders, the influence of various models, such as the medical model,
and the notion of professional status as power over those individuals with difficulties. It
also included some debate about the scientist-practitioner model and its influence on the
psychology profession. Although some students challenged the traditional notions of the
quantitative basis of research, others identified its pragmatic contribution to the
profession, such as in the distribution of resources. While a consistent aspect of the
representation of the psychologist may be to assist those in distress (without medication),
the specifics of this process may still be an issue of ambivalence at this level.
For these fourth-year students, the focus of 'therapy' appears to be listening to the client's
difficulties from the client's perspective, rather than using the medical model to
understand the problem or by using medication to solve the client's difficulties. In
comparison to first-year students, the aim of these fourth-year tutorials included
discussing, in more detail, the process of therapy. Although it was far from consistent or
tangible, discussion of therapy and the framework of therapy allowed fourth-year students
to begin to develop an understanding of individuals with mental health difficulties from
the perspective of the mental health professional.
As would be expected, the development of an understanding of an individual's difficulties
from a professional perspective was more pronounced in Masters level classroom
discussions, given that the aims and content of discussion focused on therapy. Specific
questions in response to case presentations and other general discussions emphasised
various "treatment" strategies and "interventions". Clinical psychology students referred
to aspects of therapy and interventions with far greater specificity, discussing particular
components, processes, and procedures, mainly based on various aspects of cognitive-
behavioural therapy. In particular, students discussed specific and technical aspects of
various interventions and procedures.263
"D2C: I'm just wondering, because I run groups, and we make a point of not
doing individual work until after the group program's completed, so I'm just
wondering about the benefits you've found by interspersing them…"
"D4B (discussing relaxation procedures): We started with the breathing, she was
OK with the breathing, and I tried a couple of forms. She didn't like progressive
muscle relaxation, …and guided visualisation, just going to a place, so that she
had a lot of control over it, and she still didn't really like it…
General discussion topics also focused on specific aspects of the therapeutic process, such
as the problems involved in developing the therapeutic alliance with clients, and, as
previously mentioned, the impact of a client's motive on the therapeutic process. For
Masters students, the priority in these tutorial discussions was not just what to do in a
general sense, for example to help, assist, guide, or listen, but how to do it within the
specific process of therapeutic intervention.
At this level, to be a psychologist, and specifically a clinical psychologist, is to develop a
relationship with a 'client' that enables the delivery of specific psychological
interventions, such as cognitive and behavioural therapy, to assist individuals to overcome
their difficulties. This includes an understanding of both the content of interventions and
the process of therapy. The representation of the 'psychologist' for clinical psychologists
in training is therefore influenced largely by the technical knowledge they have gained
about the activities that psychologists carry out as part of their professional role.
Across the different year levels the nature of discussion, again, moves from the general to
the specific. First-year students emphasised the importance of counselling, fourth-year
students focused on the meaning and context of therapy, and Masters students discussed
the specific content and processes of intervention. This progression is consistent with both
the aims of psychology education at the different levels and in the advanced access to
scientific knowledge. Furthermore, it may also highlight how students become socialised
into the profession of clinical psychology. While discussions at each level emphasised the
need to assist individuals with mental health difficulties, the focus shifted towards the
student in defining who would be the one to assist, and how that assistance would occur.264
7.3.4.4  Assessment as professional jurisdiction
Within fourth-year and Masters student tutorials, there was also some discussion about
the importance of assessment as part of professional responsibility. This included
discussion about both the context and process of assessment.   For fourth-year students,
this involved some debate about the use and 'abuse' of categorisation and labelling, such
as through diagnostic manuals. The idea of the social construction of categories for
mental disorders was discussed across the groups, emphasising a critical perspective of
the traditional diagnostic system used in psychiatry. There was also some debate,
however, about the extent to which categorisation and classification was an important part
of the therapeutic process, particularly in understanding an individual's difficulties.
Again, this highlighted a certain degree of ambivalence amongst fourth-year students in
their developing understanding of the psychologist and the psychology profession.
Masters students also discussed a number of issues regarding assessment, both in
querying case presentations as well as in general discussion. For example, students
queried the accuracy of assessment tools in a neuropsychological assessment, as well as
the need for further assessments when the source of a client's difficulties could not be
ascertained. General discussions also included an evaluation of intelligence assessment,
as well as discussing the importance of a detailed analysis of depression assessments as
an integral part of the therapy. Thus, at a Masters level, assessment is seen as an
important aspect of the profession of psychology.
Whilst the nature of some of the discussions portrayed a more critical perspective on
current notions of assessment, they still emphasised the importance of the psychologist in
the role of assessing an individual's difficulties appropriately. Fourth-year discussions
placed importance on how the psychologist could provide better services than the medical
profession by being more attentive to the individual's experiences. The Masters groups'
discussions often focused on how they could use assessments in a better way. As in Zani's
(1995) research, in which psychologists emphasised the importance of the professional's
role in diagnosis, in the current study it is implied that psychologists, as professionals, can
play a vital role in assessment.265
In sum, the application of scientific knowledge was observed in discussion groups across
all levels, acting as a framework for the discussion of mental health issues and the mental
health profession. In particular, the evidence of scientific and technical information was
increasingly noticeable as the groups advanced in psychology education. This included
the use of a professional lexicon that assumed highly specialised knowledge and made the
discussions somewhat exclusive. A shift from contextualising knowledge through
personal experience to professional experience was also observed. Furthermore, the
emphasis on the importance of the psychologist in therapy and assessment, particularly in
fourth-year groups and Masters groups, highlighted the shift towards viewing mental
health difficulties from the perspective of the mental health professional.
7.4  General Summary
As indicated, the discussion groups were chosen specifically for the discussion format
that was used in order to maximise the student input that would be available in
comparison to, for example, lecture formats. At all levels, students were expected to make
a contribution based on their knowledge of the unit content, as in first year and fourth-
year, or from the program content, as with clinical psychology students. This in itself
reflects the importance placed on psychological or scientific knowledge. However,
students were also encouraged to offer their own opinion and to share and discuss their
own ideas. In this way the current study could provide some assessment of the boundary
between the influence of social representations and scientific knowledge in the context of
the educational environment.
7.4.1  From first year to Masters: Common themes and educational differences
In general, first-year psychology students seem to see the path to adolescent suicide as
marked by internal struggle, distress and loneliness, lacking social relationships, with
nowhere to turn for help. However, rather than being a stable representation of mixed
influencing factors, the degree to which problems were defined by internal processes or
external and social factors was sometimes queried. This included references to the
responsibility and control of the individual within the context of their difficulties, as well
as some focus on the social support that they required from others. When discussing other266
problems such as anorexia and bulimia, similarities between adolescent suicide and these
difficulties were emphasised. Interestingly, a much greater emphasis was placed on the
importance of having social support and someone to talk to, while less was mentioned
about what they would actually talk about, or be supported in.
Within fourth-year tutorial discussions, the representation of individuals with mental
health difficulties seems to be marked by distress, and helplessness - not necessarily in the
individual's life, but more so in the context of the profession that they refer to. To some
extent, because mental disorders are delineated by those in power, the individual has little
independent voice to challenge a view that is shadowed by judgement, label, and
responsibility for their distress. The students' professional relevance to the situation
involves comparison with the profession with whom they are essentially competing, to do
what that profession does not: to listen to the individual, to validate the meaning of their
distress, and to provide an environment for their 'voice' to develop. However, there is still
a sense of ambivalence in how to do this within the confines of the dominant medical
model, perhaps in considering the context of the power structures that may determine the
position of the client. Despite this, there is the recognition that the psychology profession
has a unique and potentially important role to play in assisting those with emotional or
behavioural difficulties.
Masters students also emphasised the role of the psychologist in the therapeutic process,
in assisting the individual experiencing distress, that may be exacerbated by a lack of
social support. There is also some reference to the responsibility of the client in achieving
therapeutic outcomes. For these psychologists in training, the emphasis is placed on the
specific interventions that they can deliver and the nature of the therapeutic process that
they will guide. Furthermore, Masters students use a highly technical language, applying
specialised knowledge in discussing aspects of assessment, therapy and intervention in
communicating about such issues.
Although the groups at different levels of psychology education conducted tutorial
discussions on different topics, a number of common themes were noticeable. As in
previous research (e.g. Morant, 1998), one of the common themes across various
discussions was the reference to negative emotion. Whether this included specific267
discussions about depression in adolescence, how negative emotion is interpreted in
professional classifications, or the importance of specific emotional responses in
assessments, negative emotion was discussed as a primary concept. For these students,
negative emotion such as distress is a defining characteristic of mental health difficulties.
Another theme that appeared particularly prevalent across all of the levels of educational
background was the negotiation of internal and external factors to the contribution of
mental health and mental health problems, a comparison that has also been noticed in
previous research (Foster, 2001). Students negotiated the influence of these factors, both
in regard to the contribution to the individual's original difficulties and to the individual
overcoming those difficulties. In this context, the individual's responsibility for their
difficulties was raised, and the social or societal context of their difficulties considered.
The common themes found within the context of educational discussion in the current
study have been observed in some of the previous studies as well as in previous research.
Given that these were noticeable at all levels, themes such as distress and the negotiation
of internal and external contributing factors may play an important role in the social
understanding of mental health difficulties, allowing basic communication about such
difficulties to occur across levels. However, there were also noticeable differences
between the groups at different levels of education in how they discussed a number of
issues. The influence of education created a vast shift from the general and common to
the scientific and technical in regard to the language used, the type of experiences
discussed, and the level of conceptual complexity. This creates an exclusive group of
individuals, who are privileged by education to participate in highly specialised
discussions about other's mental health issues, a scenario that typifies the reified world as
Moscovici (1984) describes.  Furthermore, the privileged position is not simply based on
passive knowledge about mental health problems, it is focused on an active response,
their professional practice, in assisting those with mental health problems through
appropriate assessment and intervention.
Thus, the common threads present in social representations of mental illness and mental
disorder are not lost throughout relevant education. As Bangerter (1995) discusses, the
individuals involved in scientific activity are still influenced by the social world, as268
theories and knowledge are influenced in tandem by the social and the scientific. Some of
the core features of mental disorder stems from negative emotion, and for these students,
the individual's need for assistance. However, it is scientific knowledge that provides the
context to enable a more complex understanding of such emotion (and no doubt its
impact) as well as the ability to provide that assistance. Perhaps it is this mixture of social
and scientific that allows professions, such as psychology, to remain socially relevant to
mental health problems and privileged by education to deal with such problems.
7.4.2  Methodological considerations
The observations in the current study enable some insight into the boundary between
social and scientific representations of mental disorder and the mental health profession.
Before strong conclusions can be made, however, a number of methodological issues
need to be considered. For example, the current study aimed to use naturally occurring
tutorials that included a discussion component focusing on mental health issues, allowing
an analysis of the interaction between group members. Although this was achieved, the
selection of tutorials was obviously limited by those units in which a relevant discussion
component was available. The selection of these units may have influenced, for example,
the use of personal or professional experience at different levels.
For Masters students in particular, the selection of professional experiences to
contextualise information is likely to have been influenced largely by the aims of the unit,
which were to discuss professional experience. Although it is possible to suggest that
such professional experiences would also be discussed in other units, future research
could add to the current findings by assessing whether personal experience is equally as
absent from discussions in content based units.
Another issue to consider involves the educational context of the particular university in
which students were enrolled. While governing bodies such as the APS heavily influence
curriculum content, specific lecturers and tutors may influence the process of education
through, for example, teaching style and ideological nuances. Thus, students at this
university may focus on slightly different issues related to mental health, or be influenced
by different perspectives on mental illness. Whilst this is likely to have influenced all269
aspects of the current research investigation it may be particularly prominent in
educational discussion as students aim to achieve the objectives of a specific unit. In
particular, students may monitor and modify their contributions to discussion, aligning
their position with that of their tutor or lecturer in order to ensure they successfully pass
the unit. As a result, their contributions are likely to reflect the representations of the
academics as well as their own. While a number of common themes were consistent with
those found in previous research, for example distress and the negotiation of internal or
external causes, it is important to consider the situational context in which discussion
occurred. Similarly, the educational differences that may occur between different
universities needs to be considered in generalising the type of 'scientific knowledge' that
may be applied to social understandings. Future research may seek to compare
educational contexts to determine whether there may be differences in how scientific
knowledge is applied.
Finally, while common themes found in previous research were identified among
discussions, a number of themes that may have been expected, such as the notion of
disruption or distance, were not easily identified in the current study. For example, the
negotiation of distance was occasionally observed in first-year comments, such as mixing
sympathy with separation from the individual contemplating suicide, but did not similarly
appear in fourth-year and Masters students discussions. Such distance may be implied
through discussion focusing on their position of assistance, but the notions of distance or
difference were not obviously stated. Notions of disruption or impairment were also
absent. These themes may have been more easily observed in the presentations of cases or
topics rather than in the ensuing discussions. Thus, although the focus of the current study
was on the social interaction and discussion of mental health issues, the data may have
been limited by focusing only on such discussions. It may be useful for future research
aimed at investigating social representations and scientific knowledge to include other
forms of knowledge as a basis for data collection, such as lectures or presentations, in
addition to discussions.270
7.4.3  Implications and concluding comments
The current study aimed to explore how social and scientific representations of mental
illness or mental disorder are discussed within an educational environment. A number of
common themes were identified that may contribute to a general social understanding of
mental health problems, allowing the community, as well as potential professionals, to
communicate about relevant issues. In this way, social representations of mental illness
remain connected to science, in some way ensuring the continuity of professions, such as
psychology, to act within the social world.
As expected, however, while underlying common themes were observed throughout
different levels of education, the nature of discussion about such topics was modified to
become highly technical avenues of communication that would easily exclude much of
the population from participation. This is unlikely to be a phenomenon restricted to
psychology. As Moscovici (1984) implies, it is likely to be a facet of science in general.
The nature of such discussion, including a professional lexicon, enables the separation of
the scientific from the common and identifies those who are privileged to participate in
'valid' contributions to scientific understanding.
From an educational perspective, the way in which understandings of mental disorder and
the profession become highly technical and scientific may be of importance in how
clinical psychology trainees develop a relationship with the individuals they are trying to
assist. Empathy and rapport with 'clients' are crucial concepts in developing skills within
the therapeutic process and are continually emphasised as integral aspects of therapy.
However, this may be increasingly difficult as students begin to create the boundary
between the social and scientific world. If educationalists are to achieve the aims of
instilling empathy into the therapeutic process, then they may need to strongly consider
the context of education, whereby the framework for understanding mental health
problems is one that is increasingly removed from the social world.
From a social perspective, the way in which such language and discussion is used may
play an important role in how scientific information about mental health is distributed into
the community. Information produced for the community, as in government publications,
is obviously designed at the level of community understanding. However, in271
conversation, such as through the media, professionals such as psychologists and
psychiatrists may introduce professional understandings into the community in a more
candid way. Given the largely technical and specialised way in which psychologists in
training may discuss such issues with each other, a particular vigilance may be necessary
in regard to how professionals such as psychologists communicate relevant information to
the community. The boundary between maintaining social relevance and maintaining
scientific privilege may be difficult to negotiate, and in the end may contribute to the
developing social representations of the psychologist and other mental health
professionals as distant, cold, or irrelevant in the eyes of the community.272
CHAPTER 8
General Discussion
The current research investigation used a multimethodological approach to triangulate the
available data relevant to exploring social representations of mental illness, and particularly
at different stages in the process of psychology education and experience. Both intra-
individual and inter-individual methods of assessment were used to identify how social
representations may be expressed through the individual and within an interactive context.
This allowed an analysis of the common themes present across the different studies as well
as the opportunity to assess what differences or inconsistencies may occur in using various
methodologies to collect data. The present chapter will provide an overview of the general
themes that were identified as being core features in representations of mental illness, as
well as how these may differ between levels of psychology education and experience. In
addition, this chapter will discuss a number of issues relevant to social representations
theory in general.
8.1.  Representations of mental illness and the mentally ill
8.1.1.  Negative emotion, impaired functioning and the need for assistance
Previous research has identified negative emotion as a key feature of mental illness and the
mentally ill. This negative emotion may be distress (Morant, 1998), sadness or anguish
(Garcia-Silberman, 1998; Zani, 1993), among others. In the current investigation, the theme
of negative emotion could be identified in each study. For example, the repertory grid data
indicated that various groups consistently rated the mentally ill person as sad or agitated.
Similarly, words generated in the free association task commonly identified the mentally ill
as sad, unhappy, depressed or distressed. A focus on the character's distress and fear was
noticeable in the group discussions of the case vignette, and various aspects of distress, as
well as the role of negative emotion in identifying mental health problems, was observed in
the tutorial discussions. Thus, from those students not associated with psychology to
clinical psychologists with many years of experience, negative emotion may be seen as an273
essential characteristic of the mentally ill and those with mental health problems. As a core
aspect of the representation, the defining idea of negative emotion, such as distress,
provides an avenue of communication that is recognisable and understood by both the lay
person and the scientist alike.
Like Morant's (1998) discussion of the idea of disruption in mental health professionals'
representations of mental illness, the current study also identified the theme of impairment
across the various studies. In particular, the mentally ill person was rated consistently by all
groups as having "impaired functioning" in repertory grids. Discussion group members also
used the degree of impairment or disruption to the character's life in the video case vignette
as an indication of the validity and severity of the character's difficulties. In conjunction
with a focus on impairment in these studies, the theme of assistance and the requirement of
assistance implied that an individual would need some help to overcome their difficulties.
Ideas centred on therapy and intervention were generated throughout the word associations
in relation to the mentally ill, suggestions for the character in the case vignette included
seeking counselling or intervention, and the focus in tutorials described the importance of
professional assistance. For these participants, it was not only impairment or disruption in
functioning that was noticeable, the understanding that assistance was important also
featured in the data. This focus on the requirement of help may be expected given that the
majority of participants were either studying, or acting in, a relevant position of assisting
those who have mental health difficulties.
8.1.2.  Distance and difference
Another common aspect of social representations of the mentally ill and mental illness
identified in previous research includes the notion of difference or distance. In Morant's
(1998) study, mental health professionals discussed how mental illness could be
quantitatively different from normal (through 'neuroses') or they can be qualitatively
different (through 'psychoses'). Foster (2001) described how the mentally ill, particularly
those with "higher order" mental illnesses such as schizophrenia and bipolar disorder could
be seen as "irrevocably other". In Zani's (1993) study this difference was more subtle,
identifying that, within a network of social objects, the mentally ill and the madman were
located at a distance from the self. Similarly, Garcia-Silberman (1998) also noted that labels274
associated with "mental illness" were often in opposition to those associated with "mental
health". In some of these studies, then, although the idea of the mentally ill as "different"
may not always be outwardly acknowledged, it may be implicitly present in comparisons
between the mentally ill and other individuals.
Across the studies in the present research investigation, this subtle notion of difference was
also observed. The repertory grids identified a difference from the self through the FOCUS
clustering procedures, and ratings in opposition to those allocated for the mentally ill. The
words generated by participants in relation to the mentally ill person and the self also
placed them apart from each other. Establishing the difference of the character's behaviour
described in the case vignette was debated by participants in regard to the normalcy of the
character's response and in relation to their own experiences.  Attempting to establish
difference and distance from the mentally ill was therefore also commonly noticeable in the
current investigation.
In relation to this, Foster's (2001) idea of differentiation could be seen to be active in
discussion regarding the case vignette. Thus the nature of the character's difficulties was
often discussed along a continuum of the degree to which the character's behaviour and
emotional expression could be considered normal, or whether the person could be
considered mentally ill, or rather in this case, to have a mental disorder. Part of determining
the extent to which the character's behaviour was 'normal' involved establishing the severity
of the character's difficulties through a number of continua. For example, the duration and
generalisation of the difficulties, and the extent to which the character required assistance in
order to overcome her difficulties. Although some of the continua identified in the study,
such as generalisation and the need for assistance, differed from those found by Foster,
such "lines of differentiation" provided a context for individuals and groups to determine
how the character's responses were similar to or different from their own.
Some of the themes discussed above, such as negative emotion, impairment, the need for
assistance, and distance or difference, can be identified as core themes that appeared
regardless of context and level of education or experience. As has been suggested with
increasing emphasis over the past decade, such core systems of representation exist to
provide a central, shared basis of understanding (e.g. Abric, 1993; 2001). It seems that in275
the current study this shared understanding transcended the boundary of the social and the
scientific environment, potentially allowing basic communication of ideas about particular
concepts, such as mental illness, by the wider community.
8.1.3.  Processes involved in social representations of the mentally ill and others
The negotiation of difference and distance, particularly obvious in group discussions,
exemplifies one of the common processes involved in developing a shared understanding of
the "mentally ill". A number of other processes highlighted in the theory of social
representations, such as anchoring, were also noticeable. In addition, the current research
investigation provided some insight into the structure of social representations of the
mentally ill.
For example, the use of various elements in the repertory grid and word association task
allowed a comparison of ratings and lexicons enabling some assessment of the network of
associated elements. For some groups, such as first-year non-psychology students, the
association between the mentally ill person and the sick person appeared quite close. This
may suggest representations of the mentally ill person being anchored to the representations
of the sick person within the context of the available elements. For these students the
mentally "ill" may be seen as similar to the physically "ill" in comparison to the other
elements. Furthermore, the mentally ill person was also frequently placed at a distance from
the self and the normal person, as well as the various professionals. In the same way that
repertory grid ratings identified professionals as providing assistance, whereas the mentally
ill were seen as requiring assistance, discussion groups also provided this opposing
relationship.
In addition, an unexpected occurrence was the use of personal experience to objectify and
make concrete information regarding the character's behaviour in the case vignette. In this
case, it seemed that group participants were attempting to use personal experiences as part
of the anchoring process. Firstly, it allowed participants to make the information about the
character's behaviour familiar by comparing similarities between their own responses and
the responses of the character. Secondly, it allowed participants to anchor the character's
behaviour away from the self by highlighting contrast between those responses. Thus, the276
identification of difference from the self appeared as a process of negotiation, rather than
being predetermined.
In fact, negotiation was a common process that was highlighted, in particular, as
participants discussed various issues related to mental illness and mental health problems.
Within a social context, negotiation may exemplify the idea of ambivalence as discussed by
Rose et al (1995). Thus, there was a noticeable tension between identifying with individuals
with mental health difficulties and differentiating themselves from such individuals.
Ambivalence was also shown in the repertory grid task whereby ratings were spread
relatively equally across the scale continuum on constructs such as "dangerous-safe".
Another example includes the negotiation of the locus of the cause of the difficulties and
the contribution to overcoming difficulties. Ambivalence and negotiation were therefore
noticeable as participants attempted to understand and make sense of the "mentally ill" or
behaviour that may be indicative of mental illness.
Furthermore, some of the ambivalence identified within a group context, such as
negotiating responsibility, or negotiating difference, seemed to be associated with
identifying a shared understanding of the social response to the behaviour - are they to
comfort or are they to condemn? In this way, social representations, as a form of
knowledge, have the capacity to steer action (von Cranach, 1992).  Further, as Rose et al.
(1995) suggest, it is not only group consistency that is important; ambivalence in social
understandings is often integral in the formation of social representations. In the current
study, exploring issues that created ambivalence provided a much deeper insight into the
key concepts relevant to the development of social understanding.
In sum, the current study identified a number of core themes in the social representations of
mental illness and the mentally ill, such as negative emotion, impairment, and difference.
Representations of the mentally ill could also be seen to exist within a network of
associated elements, such as being closely related at times to the sick person, whilst being
positioned at a distance from others, such as the self. The formation and negotiation of
relevant issues involved a number of important processes that have been previously
described in the literature, including anchoring, objectification and negotiation of
ambivalence.277
8.2.  Social representations and scientific knowledge of the mentally ill
A number of common themes were identified across the studies in the current investigation
that support previous research. These themes may be seen to dominate a shared
understanding that guides both the lay community and those influenced by science.
However, other themes associated with the social representations of mental illness that have
been discussed in the literature featured inconsistently in the current studies. Furthermore,
the nature of some themes could be seen to shift with the increase in scientific knowledge
through psychology education and professional experience.
For example, previous studies have identified the notion of danger or aggression associated
with the mentally ill that appeared to evoke fear in some aspects of the general community
(e.g. De Rosa, 1987; Foster, 2001; Zani, 1995). For some of these studies (De Rosa, 1987;
Zani, 1995) it was the "madman" specifically that noticeably engendered the idea of fear. In
the current studies, the potential danger of the mentally ill was mostly absent from
discussions and rarely observed in word associations, featuring only occasionally in the
words generated by undergraduate students. Furthermore, ratings of the mentally ill as
"dangerous" held interesting properties in the repertory grid data, with psychology students
showing ambivalent, mixed ratings in this area and clinical psychologists providing middle
ratings. For non-psychology students, a subgroup was identified that associated the
mentally ill with stereotypical extreme notions of danger, impairment and isolation.
This somewhat mixed response to the idea of the mentally ill as dangerous may be partly
due to previous studies focusing on what may be an extreme example of the mentally ill
person (i.e. "madman").  In this case, the prototype may be synonymous with the classic,
unified understanding of the mentally ill, containing stereotypical features portrayed by the
media associating mental illness and violence (see Pertrillo, 1996; Philo et al., 1996). In the
repertory grid study this prototype was identified in a subgroup of first-year students not
studying psychology. Another subgroup, however, tended to rate the mentally ill as sad,
helpless and dependent - a representation that may be presented by media campaigns
attempting to change public perception of the mentally ill (e.g. Commonwealth Department
of Health and Aged Care, 2000a). This may indicate the emergence of a new prototype that
is at least acknowledged by a subgroup of individuals. Such reasoning may also explain the
lack of discussion by psychology students about the potential danger imposed by the278
mentally ill, and why themes of danger and threat are absent from word associations
generated by upper levels of psychology. Perhaps more individuals progressing through
psychology, in education or the profession, resist stereotypical understandings of the
mentally ill, or express fewer reservations to begin with, in an attempt to develop a more
sympathetic relationship with the individuals they may try to assist. In this way, the notion
of "danger" may exist as a peripheral feature of the representation based on differing
personal experiences, as was the case with Zani's (1995) shopkeepers.
This is not to say that aspects that may feature as part of common understandings of mental
illness are altogether absent from the representations of those with relevant education or
experience. The mixed ratings, equally spanning both sides of the spectrum regarding the
mentally ill as safe or dangerous, suggest that it may still be considered among some
psychology students. Similarly, in words associated with the mentally ill, common
terminology, such as "crazy", was present in the lexicons of those with advanced education
in psychology. Thus, to some extent, there is a persistence of social representations, despite
scientific knowledge and professional socialisation, that is either not willingly expressed by
participants, or not an activated component of a professionally shared representation of the
mentally ill.
8.2.1.  Transition in representations: differences between levels of education
In addition to the core themes identified throughout the current studies, there were also a
number of differences found between the different levels in their understandings of the
mentally ill and mental health problems. As indicated above, although common
terminology was present it did decrease in use with progression through psychology
education. A number of other differences were also identified, both in the content of the
representation and the way in which the representation took form. These points of
difference could be accumulated to almost develop a profile of the different groups in their
understanding of mental illness and mental health problems. Furthermore, there were also
obvious differences in representations of those associated with the mentally ill, such as
mental health professionals.279
First-year students not studying psychology tended to portray an understanding that was
marked with greater uncertainty and more stereotypical features associated with the
mentally ill. These students showed less knowledge of various mental disorders and
seemingly defined disorders as a "mental illness" based on the degree to which associated
behaviour may be unusual. The core notions of negative emotion, impairment and need for
assistance were noticeable, but they also more often used terminology that may be
considered stereotypical or derogatory in response to the mentally ill. They also
occasionally seemed to associate them with danger or violence. In addition, when
discussing an individual who manifests behaviour indicative of mental disorder, these
students were more questioning of the validity of the individual's difficulties, prompting
discussion towards greater criticism of, and less sympathy for, the character's situation.
Representations of mental health professionals also appeared to be influenced by
stereotypical ideas that may be portrayed through the popular media. In addition to rating
psychologists and psychiatrists in regard to their roles (e.g. helping) and beneficial
characteristics (e.g. calm), they also generated words (e.g. couch, shrink) that presented the
prototype of the classical psychotherapist (see Palmonari et al., 1987). This was particularly
noticeable in words associated with the psychiatrist. For those students not enrolled in
psychology, representations regarding mental health problems and the mental health
profession seem to be defined less by specific knowledge and more by the stereotype that
tends to be characteristic of "social" representations. However, there is also some
indication, as suggested from the subgroups identified in the repertory grid study, that
social representations are a dynamic process, differing within supposedly homogenous
groups in response to changing ideas.
First-year psychology students shared some of the stereotypical ideas presented by their
non-psychology counterparts. The mentally ill person was described with common
terminology (e.g. crazy), and their ideas about psychiatrists also seemed partly influenced
by stereotype (e.g. couch). However, first-year psychology students, even at such an early
stage of their education, also evidenced more knowledge relevant to mental health and
psychology, such as an increased awareness of mental disorders, and generated more names
of mental disorders in response to the mentally ill person. In addition, although psychology
students still indicated occasional criticism regarding the validity of some individual's280
difficulties, they more often seemed to contextualise their understanding within a
framework that focused on sympathy and support. This is perhaps expected given that
many of these students may have chosen this particular program of study because of
personal interest and a sympathetic attitude - a desire to help others.
This may explain why a particularly positive representation of the psychologist was
noticeable at a first-year psychology level. Although little criticism was generated about
psychiatrists, it was perhaps more clearly favourable in word associations of the
psychologist. Furthermore, there was already some distinction made between the
psychologist and the psychiatrist at this level, with psychiatrists associated most often with
the medical basis of the profession. For first-year psychology students, who may be more
aware of mental health problems and may respond with more sympathy, different mental
health professionals have a role to play, but the psychologist is framed, not surprisingly,
within a particularly positive context.
Fourth-year psychology students showed a substantial shift from the ideas of first-year
psychology students. The reliance on stereotypical ideas was minimal, and criticism of an
individual's difficulties was noticeably absent. In fact, fourth-year students were
particularly aware of the social and societal context of mental illness and emotional
difficulties, generating words associated with the stigma imposed on the mentally ill,
discussing societal values towards particular behaviours and the powerlessness of those
with mental health problems. The sympathy towards the mentally ill seemed evident. This
recognition of the societal context of mental illness may help to explain why fourth-year
students were more conservative in their ratings of the mentally ill and were less inclined to
identify a particular disorder as a "mental illness". These students may be sensitive to the
way the mentally ill are treated in society and consequently are less willing to make
extreme judgements or bounded categorisations.
It may also be possible that students are less willing to make such judgements because they
are less focused in their perspective of mental health. Although fourth-year students have
greater knowledge of the concept of mental illness, and used more specific terminology,
such as when identifying and discussing categories of mental disorder, their ideas are still
relatively abstract. For example, discussions of "therapy" tended to be general and vague,281
and discussions of emotional or behavioural difficulties usually remained in abstract form.
Without the relevant experience to make sense of the vast amount of knowledge they have
gained, their ideas may be less concrete.
A sympathetic attitude towards the mentally ill was also expressed in their understanding of
the psychology profession. For fourth-year students, the psychologist was seen as a vehicle
of empowerment, easing the distress of individuals by listening and responding to their
problems. This was portrayed in stark contrast to the psychiatrist or the doctor, who could
be seen as simply medicating the individual, rather than truly engaging clients and
considering their situations. Although first-year psychology students may have
differentiated between the psychologist and the psychiatrist through their use of medication,
the fourth-year group seems to oppose it. This was noticeable through the less favourable
words associated with the psychiatrist in comparison to the psychologist, as well as the
clear opposition to the medical model and psychiatry in tutorial discussions. As fourth-year
students develop their professional identity, perhaps an increased differentiation between
mental health professionals is means of protecting their identity (see e.g. Breakwell, 2001).
This is not to say that understandings of the psychologist were unanimously positive. Some
critical comments were associated with the psychologist in word associations and in tutorial
discussions, perhaps as a means of clarifying their understanding of the profession,
distinguishing between the 'good' and the 'bad'. Perhaps in this way, they can maintain their
personal distinctiveness as well as their group distinctiveness (see Breakwell, 2001).
Like fourth-year students, Masters students also identified the importance of the social
context of mental health difficulties, either through discussing the importance of social
support or in discussing societal values and social policy in regard to mental health
problems. In addition, Masters students also seemed somewhat conservative in their ratings
of the mentally ill person, and in classifying particular disorders as a mental illness. In a
similar way to fourth-years, perhaps their limited experience means that they are more
reserved in their use of professional and scientific knowledge. Despite this, the experience
that Masters students had already gained, in comparison to fourth-year students, was still
noticeable in some ways. Masters students seemed more proficient at integrating various
professional terms into casual conversation and discussed various aspects of mental health282
with greater sophistication, a difference particularly noticeable in tutorial discussions where
the language would exclude those without similar education.
As with all groups, the emphasis on negative emotion, impairment, need for assistance and
difference was observed. However, with the Masters student group, the focus shifted - as
would be expected - to a position of professional assistance rather than a general
understanding of those with the above mentioned characteristics.  Whereas first-year
students may consider mental disorder in the context of those standing around them,
Masters students considered mental disorder in the context of who would be seated
opposite them, in a therapist-client situation. As with fourth-year psychology students,
shared understandings of the psychologist were not blindly favourable, some negative
words were associated, and discussion involved determining what a 'good psychologist' is
as well as the technical aspects of what a psychologist does. This included distinguishing
themselves from the medical basis of the psychiatrist, for which there were less favourable
associated words in comparison to the psychologist.
Although the data for the clinical psychologist group is limited, there was some indication
that they were less conservative in rating the mentally ill and in classifying mental illness.
Perhaps their greater years of experience provides them with a context to apply their
accumulated knowledge such that they have greater confidence in making decisions about
the mentally ill. Again, the focus appeared to be on their professional association with the
mentally ill, which included portraying themselves in a more consistently favourable way
compared to the psychiatrist.
8.2.2.  Scientific knowledge and psychology education
The previous section highlighted the differences between the groups at progressive levels of
psychology education and experience. Whilst social representations identifying important
themes of negative emotion, impairment, the need for assistance and difference or distance
were noticeable across all levels, scientific knowledge and psychology education could be
seen to be an influence. This noticeable in understandings of the mentally ill; it was also
recognisable in the changing understandings of mental health professionals.283
In particular, specific knowledge could be seen to play a role in the development of a
professional lexicon that students and psychologists possessed at an individual level, as
well as used as a means of communication. Thus, Masters students and clinical
psychologists in particular were comparatively more aware of various disorders, and used
technical and profession specific terms in association with the mentally ill and mental
health professionals (e.g. "CBT"). This was also obvious in the way that fourth-year
psychology students and Masters students discussed issues related to mental health within
an educational context. The level of abstraction based on profession related concepts would
have easily excluded the vast majority of individuals from participating in the discussion.
Thus, whilst the core themes related to the mentally ill person and those with mental health
difficulties are present at a basic level, the way in which the issue is discussed by the
psychologist in training may change with progression through education.
Another area in which differences were noticeable may be in relation to the
professionalisation or socialisation of the psychology student. This may include a
heightening in the differentiation between mental health professionals, particularly in the
latter years of psychology education. While even first-year psychology students noted the
medical basis of psychiatry, it was particularly evident in those groups with greater
psychology education. Perhaps as a result of knowledge and competition for limited
resources, those involved with the field of psychology seem to be creating a niche for their
own profession by emphasising the role of another; in other words, psychologists help the
mentally ill without using medication. In conjunction with the less favourable response to
psychiatrists and psychiatry demonstrated through word associations and tutorial
discussions, those in the profession of psychology can maintain their professional status
and relevance to those with mental health difficulties. This supports the idea that the
development of social representations and social identity is interactive (see Brewer, 2001).
Finally, the level of criticism directed towards individuals who potentially have mental
health difficulties decreased with the progression through psychology education. This may
be due to a number of reasons. First-year psychology students already showed less
stereotypical ideas and greater awareness of mental disorders compared to the non-
psychology students, indicating that they are already likely to have developed a slightly
different understanding of mental health difficulties. In addition, it is likely that education284
relevant to mental health and mental illness may portray the mentally ill as individuals who
are in need of support rather than stigmatised, as may be the case by others in society.
Furthermore, by the time students reach training in clinical psychology, those who do not
have a sympathetic response to the mentally ill are unlikely to have continued into a field
that seeks to assist such individuals.
Modifications in social understandings of the mentally ill are a natural consequence of
specialised education, but it is important to consider a number of other points. First, the
expected changes through education need to be balanced with the recognition that core
aspects that define the mentally ill are present at all levels of education. Furthermore, there
is some evidence to suggest that stereotypical aspects of the representation that are common
in the lay community also persist, to some extent, in those groups with advanced education
or professional status. Although these ideas may be resisted, they may just be suppressed
rather than abolished.
Second, the natural consequences of specialised education may not necessarily result in the
best possible outcome. As indicated previously (see Chapter 7), if a natural consequence of
psychology education is to ensure professional relevance to mental health issues, through
highly technical knowledge that is reinforced by an exclusive language, there is a risk that
they may become irrelevant to the general community. Without taking caution in how
mental health professionals distance themselves from the general community through
knowledge and language, it is possible that they may become seen as distant and uncaring -
as some suggested of their psychiatry based colleagues. Whilst particular individuals who
may deal with the general community or other professionals may have developed basic
methods of communicating ideas about mental illness and mental health, it is not
necessarily a primary concern in the education of psychologists.
8.2.3.  The consensual and the reified world of mental illness
Some authors have suggested the importance of social representations in the development
of scientific ideas (e.g. Flick, 1998). For example, Bangerter (1995) argues that the
delineation between common sense and science is not equivalent to the dichotomy between
the consensual and reified world. In fact, "science", being associated with a scientific
community of individuals, may blur the line between the consensual and the reified285
universe of knowledge, influenced by the wider community, as are social representations.
The current research has highlighted that scientific knowledge influences how groups
understand and communicate issues related to mental illness, but they are also influenced by
common understandings of the mentally ill and the social pressures on a developing
profession. The balance in maintaining a connection to the community through social
understandings of mental illness, whilst attempting to establish authority in dealing with it,
means that the progression through psychology education involves straddling the two
worlds. However, advancing education does not necessarily mean that the focus will lean to
the world of scientific knowledge. As was seen in the discussion groups involving the case
vignette, personal experience with all its subjectivity can still be used as a means of
understanding and validating argument and opinion.
Thus, as scientists explore the world around them, ideas and understanding are likely to
develop from both social and scientific representations. It has been suggested that the study
of social representations is primarily a study of lay knowledge (Markova, 1996) and may
therefore not concern itself with the study of scientific representations. However, the fact
that knowledge in general forms part of a circular process from the scientific to the social to
the scientific again, certainly warrants further attention. Much can be gained from exploring
social representations as part of a process rather than perhaps just as an outcome.
8.3.  Self: The individual in the social
Previous authors have mentioned the importance of the individual in the development of
social understandings, that the individual and social environments do not exist as a duality
but interdependently (e.g. Markova, 1996). The advantage of social representations theory
has been in the recognition of both the individual and the social, for example, in different
levels of research as well as in the development of the theory. However, little has been
specifically discussed in regard to how the individual environment may affect the social
environment in the development of social representations. The current research
investigation generated a number of interesting findings in how this might occur - through
the individual's reference to "self".286
For example, the self could be seen as central amongst other social objects. The repertory
grid task and free association task explored representations of the mentally ill within a
network of other elements, such as the self and the psychologist. Some elements were
commonly grouped together, such as the professionals, the self with the normal person, and
the mentally ill with the sick person. In this way, representations could be explored through
their relationship to other representations, as did Zani (1993). One particular result in the
repertory grid data identified a continuum of difference - mentally ill/sick person: normal
person/self: professionals. However, there was some tension in placing the mentally ill
person at the greatest distance from the self, when the self might not be considered at the
greatest distance from the mentally ill. A similar tension may have been recognised within
group discussions, as groups attempted to negotiate the similarities and differences between
themselves and the character in the case vignette. In this sense, the concept of distance or
difference between social objects such as the mentally ill, the self, and mental health
professionals may not be directly linear. It may be, as Zani (1993) suggests, that all other
social objects are oriented in relation to the self, and that the difference between "self" and
"other" may differ depending on the perspective. In considering the obvious aspects of
differentiation between these social objects, as well as the subtle difference found in the
element matches from the repertory grids, the relationship between self and "others" may
be better depicted by the diagram in Figure 8.1.
Self
Psychologist
Psychiatrist
Doctor
Normal
Mentally ill
Sick
Figure 8.1. Relationship between elements with self as central287
Focusing on the example of the mentally ill, from one perspective the professionals are
most distant from the mentally ill in a linear orientation. However, from the perspective of
the self, the mentally ill is most distant based on the concentric bands. The broken lines of
the concentric circles indicate that this differentiation is not fixed and that there may be
some variation between groups or individuals. For example, psychologists may consider the
social object of "psychologist" to be more closely associated with the self, as found in the
repertory grid and free association data. The boundary between the outer and middle band
may be more impervious such that the notion of the mentally ill person as different and
distant is maintained relatively consistently. Furthermore, distance can be created between
elements within the band. Thus, the psychologist in training, like the clinical psychologist,
can find underlying sameness in the self and the psychologist, and difference from the
psychiatrist. In addition, these elements, or social objects, may be characterised by
similarity and difference through connecting constructs that anchor elements to or away
from each other.
Viewing social representations as part of a network of associated representations can
provide greater insight into how social representations may form through processes such as
anchoring. This may be particularly important in considering how the "self" is positioned in
regard to other relevant social objects; in this case, the mentally ill or the psychologist. The
association between the self and other social objects was particularly clear across the
different studies in the present investigation. In describing the mentally ill person, the
association seemed to shift from a close connection between the self as the "normal person"
to the self as the professional. First-year students indicated a high similarity between
lexicons associated with the self and the normal person. Masters students discussed their
own professional experiences in relation to "clients" with mental health difficulties. Clinical
psychologists exemplified a higher similarity between the self and the psychologist than
other groups. In this way, the importance of the "self" as each individual operates within a
social context may be paramount to how social objects are understood. The centrality of the
self in relation to these social objects seems to be the main mechanism by which to
negotiate sameness and difference and, perhaps, maintains the subjectivity of the scientist
as they interpret and apply the objectivity of scientific knowledge.288
Of particular interest in regard to the notion of "self" was the use of personal experience in
order to structure and objectify new information. In particular, personal experience was
used as a means of negotiating the difference between the self and the character in the case
vignette. Across all levels of education, some tension was noticeable as participants
disclosed similar experiences and responses to situations, seemingly to empathise with the
character, but which were qualified with an emphasis on how their own behaviour was still
normal. The "self", through personal experience, was thus important in more clearly
defining the bounds of normality and deviance.
In addition, the influence of the self in the social context could be seen in the disclosure of
personal experiences as a validation for ideas and opinions. However, whilst it may be
logical to suggest that it an individual's personal experiences guide the expression of social
representations, it is more interesting that these personal experiences may not contribute
equally to the development and expression of representations. Within a social context, in
particular, such as the case vignette discussions, greater attention or recognition may be
paid to personal, direct experiences, rather than second hand knowledge or abstract opinion.
In the same way that eyewitness testimonies are granted weighting as evidence in a court of
law, whereas hearsay is not, relevant personal experiences influence group discussion and
the shared understanding of a particular issue. So important is personal experience that
during a discussion group and a tutorial, one fourth-year and one first-year psychology
student mentioned something similar to "you can't know what it's like until you've been
through it yourself".
As previously mentioned, this is not a concept that has been explored in detail in the field
of social representations research. The consensual world described by Moscovici (1984) is
one governed by the equality of contribution, with little discussion about the possible
inequality of the impact of such contribution. In fact, the differential nature of personal
experiences amongst individuals may operate in a similar way to the differential
contribution based on merit within the reified universe. In any case, how the different
experiences of the different individuals within a social context influence the development
of social understanding is certainly one that is worth greater exploration.289
8.4.  Social representations of difference
Perhaps one of the most interesting implications from the current research investigation was
that a number of common themes could be identified regardless of whether the label of
"mental illness" was provided. Thus, the core themes of negative emotion, impairment,
need for assistance, and distance or difference, were generally observed across the various
studies even though, for example, the case vignette did not label the character as "mentally
ill". However, these themes have been generally recognised in previous research assessing
social representations of mental illness, such as Morant's (1998) identification of distress,
disruption, and difference in professionals' representations. If similar issues are raised in
response to the "mentally ill" and those not identified as such, what then, is it a social
representation of?
The terms "mental illness" and "mentally ill" are perhaps imposed categories that are
prescribed on the basis of scientific and professional knowledge. When we talk about the
"social representations of mental illness" we are, of course, describing a category that is
partly predefined by science. With the progression of technology and the media's
distribution of information, the "lay" person has already had access to many of the scientific
concepts that have some social relevance in regard to the mentally ill. Thus, when we ask
individuals what they think of when they hear the words "mental illness", or when they
think of the "mentally ill", we are already defining the boundaries, and asking for relevant
scientific material. In fact, this is likely to be exactly what social representations research
seeks to explore; as Markova (1996) describes, social representations correspond generally
to lay knowledge, and for some, there is special interest in lay knowledge of scientific
concepts.
How then do social representations of "mental illness" or the "mentally ill" influence social
responses or behaviours towards individuals when the category of mental illness is not
predetermined? How an individual responds to someone behaving in an unusual way in the
street may not correspond perfectly to how they respond to a category label such as
"mentally ill", even though they may be defined as one and the same by a professional.
What was noticeable throughout the various studies, however, was that people use a similar
framework to try to negotiate how to understand the "mentally ill" and how to understand
someone who shows some deviation in emotion and behaviour. In other words the core290
themes that define the predetermined category of mental illness are influential in
determining that, and how, an individual may be different.
Thus, in the current study, social representations appear to be a process for understanding
difference, and perhaps achieving difference; in this case it is a difference in emotion often
implied through deviant behaviour. This may similarly apply to a variety of other issues. In
the current context, focusing on mental illness, or mental disorder, or mental health
problems, it may mean an emotional and behavioural difference; when understanding
intellectual disability, it may mean cognitive difference; when understanding medically
assisted reproduction, it may mean reproductive difference. Perhaps, when we think of any
social object or social category, rather than a purely scientific concept, the underlying
function of social representations may be to understand how that category, and related
individuals, may be different - but different from what? The logical conclusion may be that
it is the comparison between different and normal. However, as Zani (1993) suggests, in the
current study, it is the "self", perhaps in association with "normal", that acts as a central
point of comparison to negotiate what is different, and defining, in the case of mental
illness, what is problematically different.
Social representations may be used as a process of understanding difference through
personal experience and shared knowledge about how and why an individual may be
different in relation to, for example, emotion and behaviour. Core themes such as negative
emotion and impairment may indicate that social representations of "mental illness" may be
relevant. By using knowledge that is shared through social representations, mixed with
knowledge that is gained through scientific knowledge, individuals and groups can identify
criteria for what is different, how it is different, and perhaps why it is different. Such
representations may provide a backdrop for focussing attention to relevant information that
becomes available, using relevant processes such as negotiating responsibility, negotiating
the impact of external factors, and comparison to personal experience, in order to determine
the difference to the self. Perhaps if the difference is substantial, or substantially
problematic, it may also be used to determine the similarity of the individual to a prototype
of the mentally ill.291
Furthermore, even when the differences related to mental illness or mental disorder are
learned through education, within a social environment it is likely that the negotiation of
difference still occurs about each individual that is not predefined as "mentally ill". As an
individual, or as a group, the negotiation involves comparison to the self in tandem with
normality: "How different is this person from myself?" and "How different is this person
from what I see as normal?" Determining the size of the difference in this case implicitly
involves the negotiation of whether the individual's difficulties are sufficiently problematic.
While specific criteria may be employed within professional circumstances, it is likely that
social representations guide social discussion about whether a problem is a significant one.
The notion that social representations, in this context, are an understanding of difference
has particular implications for the wider community. As indicated previously, if social
representations of the mentally ill are predicated on the fundamental idea that they are
different in regard to emotion and behaviour, then attempts to portray the "mentally ill" as
being no different to everyone else will be problematic. Although this needs to be
considered in greater detail, it may be possible to speculate that the same may be the case
for campaigns that try to minimise the difference of other social categories. If they, too, are
based socially and scientifically on the premise of difference, then it may be difficult to
convince the wider community to respond as if they are not.
8.5.  Multimethodological approach
The studies in the current investigation used a variety of approaches in order to explore
social and scientific representations of the mentally ill. The multimethodological approach
was particularly useful in aggregating information at both an individual and interactional
level of analysis. The data collected from the various sources enabled the triangulation of
information to determine more clearly the relevant core themes and exemplified how
different sources of data may provide a different perspective of relevant issues.
For example, while data from the individual levels of investigation suggested ambivalence,
the social context of the discussion groups and tutorials highlighted how ambivalence and
negotiation formed important aspects of the development of social and scientific
understandings. Discussion processes involving the negotiation of distance, by exploring292
similarities and differences through personal experience, indicate how complex the notion
of "difference" can be. This was complemented, however, through the word association
analysis that clearly demonstrated the notion of distance. Thus, the methods used in each
study provided a unique insight into the social representations of the mentally ill, at the
same time contributing to a broader understanding of social and scientific representations.
Similarly, the use of the case vignette discussions and tutorial discussions provided an
interesting comparison of the social and scientific environments of understanding mental
health difficulties. The contrast in the language and use of experience in both these settings
indicate the importance of context in the use of social and scientific representations. The
demands for scientific knowledge in tutorial discussions highlighted how the reified world
may operate in comparison to the more relaxed consensual conversation in the discussion
of the case vignette. Despite the demands of these contexts, the contrasting common ideas
were evident in the abstractness of scientific discussion, as was the use of scientific
knowledge in the less scientific context of casual discussion. Thus, both of these procedures
provided different, though complementary, perspectives on the boundary of social and
scientific knowledge. Future research should take advantage of converging perspectives
using multimethodological approaches.
8.6.  Methodological considerations
The multimethodological approach was clearly useful in gathering data from different
perspectives. As with all studies, however, the conclusions need to be considered in the
context of the methodological limitations of the overall study. Although some issues have
been discussed in previous chapters, a number of methodological issues relevant across
studies need to be mentioned.
Given the small samples of participants across studies, particularly the Masters students and
clinical psychologists, the interpretations of the data are necessarily speculative and
suggestive, rather than firmly conclusive. Other sample issues also require consideration.
For example, it was not possible to determine clearly the overall response rate as the
recruitment procedure, such as sign up forms on noticeboards, did not initially target a
specific number of individuals. It is therefore difficult to determine the representativeness293
of the sample. Similarly, self-selection of participants may have played a role as those who
volunteer to participate, for example, may have had a greater interest and greater
knowledge about the topic of mental illness. This may be particularly relevant in the lower
levels of psychology education where the population may be more heterogenous in terms of
psychological knowledge. While there was no evidence in the data that these participants
had a particularly high level of scientific knowledge, the general level of knowledge in the
population cannot be specifically determined.
In addition, while the chances for individuals to participate in multiple studies was
minimised, for example by conducting most group discussions in the year following the
tutorial discussions, some individuals may have participated in more than one study.
Consequently, some participants may have had prior knowledge of the study, which may
have influenced the presentation of their responses. Although this may introduce some
error, in the same way that specific individuals report greater contact with people with a
mental illness, future research may need to monitor closely, or restrict, cross-participation.
These sample issues need to be taken into account when interpreting the data. As the
overall study was primarily exploratory, the data and subsequent interpretations are limited
in their generalisation, but nonetheless illuminate areas worthy of future theoretical and
empirical investigation.
In addition to sample issues, the ways in which the methods used influenced the data
collected also need to consideration. For example, the interpretations are limited by the
cross-sectional nature of the data, and a longitudinal approach will be required in future
research to identify whether such changes similarly occur within the same cohort. In
addition, given that the study focussed on verbal data, it is possible that the data did not
include important iconic aspects that may be more observable in visual data, such as that
collected by de Rosa (1987).
Similarly, the repertory grid task required fixed responses, which constrained the breadth
and depth of responses available to exemplify the participants' representations. The
quantitative analysis of both the repertory grid task and the word association task may have
obscured important details that are more accessible in qualitative approaches. For this
reason, a mixture of both qualitative and quantitative analyses were used and it is striking294
that consistent results could be gained across studies despite the use of different methods.
Social representations may indeed be so pervasive that they are present in whatever context
people are asked to communicate their ideas, be it open discussion or selective responses. It
must be remembered, however, that, like all psychological research, the data gained was
influenced by how it was collected and analysed, and as such needs to be considered when
forming conclusions about the data.
8.7.  Concluding comments
The current research investigation used a variety of methods to explore the social
representations of the "mentally ill", and how they may be modified through scientific
knowledge. Core themes of negative emotion, impairment, the need for assistance, and a
fundamental distance - particularly from the self - were identified. These themes are likely
to be used by the community and psychologists alike in order to communicate about the
nature of "mental illness", or simply emotional and behavioural difference. Other related
aspects and how issues are discussed may differ depending on an individual's progression
through psychology education and the psychology profession. This may include a more
technical and abstract understanding of mental illness, communicated between individuals
at the same level of education using a continually expanding professional lexicon. Although
this may be an inherent component of education in this area, given that mental illness is
such a socially relevant issue, the development of this difference between the scientist - or
psychologist - and the "normal person" may need to be handled quite sensitively.
Furthermore, representations of related individuals, such as mental health professionals
were also identified. In particular, for the psychologist and the psychologist in training,
some differentiation between the psychologist and the psychiatrist was noticeable, with a
less than favourable representation noticeable for the psychiatrist. Given that
representations guide behaviour (Moscivici & Hewstone, 1983), this may certainly have
implications within a working environment as mental health professionals attempt to
delineate their function within an increasingly competitive environment where resources
are limited.295
Finally, the current research investigation highlighted that personal experience and personal
contact with mental illness and the mentally ill may be particularly important. For example,
personal experiences that are shared within a social context may be influential in
developing a shared understanding of an individual's behaviour. This process may
contribute to changes in social representations as they develop over time. Social
representations of the mentally ill have changed over the centuries and are likely to
continue changing, though they may consistently focus on the difference between the self
and the mentally ill. Personal experience in conjunction with relevant scientific knowledge
may contribute to a changing understanding of the mentally ill, one that may maintain
difference, but prompts action to comfort rather than condemn.296
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APPENDIX A
Mental disorders checklist (Chapter 3)307
Please indicate from the list what you have heard of by ticking the first box. Then,
please indicate which you consider to be a mental illness by marking the second box
with a tick.
Is a mental illness Is a mental illness
Have heard of it Have heard of it
Acute Stress Disorder Intellectual disability 
Agoraphobia Kleptomania 
Alcohol/Substance dependence (addiction) Obsessive-Compulsive Disorder 
Amnesia Panic disorder 
Animal phobia (eg phobia of spiders, dogs) Pedophilia 
Anorexia and Bulimia Personality Disorder 
Attention Deficit/Hyperactivity Disorder Post Natal Depression 
Autism Posttraumatic Stress Disorder 
Bipolar (previously 'manic-depression') Pre Menstrual Syndrome/Tension 
Compulsive Gambling Pyromania 
Dementia (eg Alzheimer's disease) Schizophrenia 
Depression Separation anxiety 
Dissociative Identity (multiple
personalities)
Sleepwalking 
Domestic Violence Social Phobia 
Fetishism Stuttering 
Generalised Anxiety Disorder Suicidal tendencies 
Grief Tourette's Syndrome 
Hypochondriasis Voyeurism 308
APPENDIX B
Repertory Grid: Possible Triads (Chapter 4)309
1 = Mentally ill 2 = Sick 3 = Normal 4 = Self
5 = Psychologist 6 = Psychiatrist 7 = Doctor
Triad Triad Combination*
1 2 3 Mentally Ill Person Sick Person Normal Person
1 2 4 Mentally Ill Person Sick Person Self
1 2 5 Mentally Ill Person Sick Person Psychologist
1 2 6 Mentally Ill Person Sick Person Psychiatrist
1 2 7 Mentally Ill Person Sick Person Doctor
1 3 4 Mentally Ill Person Normal Person Self
1 3 5 Mentally Ill Person Normal Person Psychologist
1 3 6 Mentally Ill Person Normal Person Psychiatrist
1 3 7 Mentally Ill Person Normal Person Doctor
1 4 5 Mentally Ill Person Self Psychologist
1 4 6 Mentally Ill Person Self Psychiatrist
1 4 7 Mentally Ill Person Self Doctor
1 5 6 Mentally Ill Person Psychologist Psychiatrist
1 5 7 Mentally Ill Person Psychologist Doctor
1 6 7 Mentally Ill Person Psychiatrist Doctor
2 3 4 Sick person Normal person Self
2 3 5 Sick person Normal person Psychologist
2 3 6 Sick person Normal person Psychiatrist
2 3 7 Sick person Normal person Doctor
2 4 5 Sick person Self Psychologist
2 4 6 Sick person Self Psychiatrist
2 4 7 Sick person Self Doctor
2 5 6 Sick person Psychologist Psychiatrist
2 5 7 Sick person Psychologist Doctor
2 6 7 Sick person Psychiatrist Doctor
3 4 5 Normal person Self Psychologist
3 4 6 Normal person Self Psychiatrist
3 4 7 Normal person Self Doctor
3 5 6 Normal person Psychologist Psychiatrist
3 5 7 Normal person Psychologist Doctor
3 6 7 Normal person Psychiatrist Doctor
4 5 6 Self Psychologist Psychiatrist
4 5 7 Self Psychologist Doctor
467S e l f Psychiatrist Doctor
5 6 7 Psychologist Psychiatrist Doctor
* Bold type indicates those triads selected based on the aims of the study.310
APPENDIX C
Repertory Grid Pilot Task: Construct Elicitation (Chapter 4)311
Comparisons Task
Instructions:
For the following task you will be asked to compare three things and decide which two
are similar to each other and different from the third. You will also be asked to write
down in what ways the two things are the same and how they are different from the third.
For example if I was to ask you to think of a manager, an assistant, and a receptionist you
might say that an assistant and a receptionist are similar because they serve others
whereas a manager shows authority over others. So the questions would be completed
like this:
Think of the three following people: A manager, an assistant, and a receptionist. Group
these into two that are similar and the other one, which is different.
Which two are similar?            Assistant                 and       Receptionist             
Which one is different?          Manager                    
How are the first two similar and different from the third?           Assistant and
receptionist serve others but a manager shows authority over others   
                                                                                                              
Similar because Different because:
            Serve  people                    Shows authority     
Please continue…312
Think of the following three people: A mentally ill person, a sick person and a normal
person. Group these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Think of the following three people: A mentally ill person, a normal person and
yourself. Group these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Please Continue…313
Think of the following three people: A mentally ill person, yourself and a psychologist.
Group these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Think of the following three people: A mentally ill person, a psychologist and a
psychiatrist. Group these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Please Continue…314
Think of the following three people: A mentally ill person, a psychiatrist and a doctor.
Group these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Think of the following three people: A sick person, yourself and a doctor. Group these
into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Please Continue…315
Think of the following three people: yourself, a psychologist and a psychiatrist. Group
these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Think of the following three people: Yourself, a psychologist and a doctor. Group these
into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Please Continue…316
Think of the following three people: Yourself, a psychiatrist and a doctor. Group these
into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:
Think of the following three people: a psychologist, a psychiatrist and a doctor. Group
these into two that are similar and the other one, which is different.
Which two are similar?                                         and                                                
Which one is different?                                                          
How are the first two similar and different from the third?
Similar because: Different because:317
APPENDIX D
Repertory Grid Pilot Task: Elicited Constructs (Chapter 4)318
Triad Different
element
Emergent Pole Implicit Pole
Mentally ill Normal Need treatment No treatment
Sick Normal Need assistance Give assistance
Normal Sick Capable to think for self Not capable
Normal Implication of disease No disease
Normal Unwell Well
Normal Requires intervention Not require intervention
Normal Members of society incapacitated
Normal Ability limited Not limited
Normal Requires treatment Independent
Mentally ill Mentally ill No treatment Needs treatment
Normal Mentally ill Functional and healthy Impaired functioning
Self Mentally ill Function and think normal May not function/think normally
Mentally ill Not many problems living Some problems living
Mentally ill Not mentally ill Mentally ill
Mentally ill Requires intervention Not require intervention
Mentally ill Members of society incapacitated
Mentally ill Minor impairments if any Major impairments
Mentally ill Functioning Requires care
Mentally ill Mentally ill Interest in study No interest in study
Self Mentally ill Normal functioning Impaired functioning
Psychologist Psychologist Doesn’t know about mind Studies mind
Mentally ill Qualified Psychologist Not necessarily psych
Mentally ill Mentally ill Not mentally ill
Mentally ill Not mentally ill Mentally ill
Mentally ill Provide intervention Receive intervention
Mentally ill People in society Not functioning
Mentally ill Needing assistance Giving assistance
Mentally ill Has knowledge of therapy Needs knowledge
Mentally Ill Mentally Ill Treats mentally ill Accepts treatment
Psychologist Mentally Ill Helps with special skills Needs help
Psychiatrist Mentally Ill Doctor Patient
Mentally Ill Professionally involved Personal characteristic
Mentally Ill Help mentally ill Receives help
Mentally Ill Provide intervention Receive intervention
Mentally Ill Contributing members Being treated
Mentally Ill Helpers Require assistance
Mentally Ill Helps with mental health Receives help319
Elements Different
element
Emergent Pole Implicit Pole
Mentally Ill Mentally ill Treat and diagnose Accept treatment
Psychiatrist Mentally ill Specialized skills Needs special assistance
Doctor Mentally ill Looks after Looked after
Mentally ill Professionally involved Personal characterstic
Mentally ill Medical professionals Served by medicos
Mentally ill Provide treatment Receive treatment
Mentally ill Member of society Being assisted
Mentally ill Give drugs Need drugs
Mentally ill Has medical degrees Not required to have degree
Sick Sick Not ill Ill
Self Sick Normal functioning Impaired function
Doctor Self Medically involved Not sick
Sick Prestigious Not prestigious/glamorous
Doctor See a doctor Doctor serves us
Sick Provide intervention Require intervention
Sick Contributing members Being treated
Sick Helping people Needs help
Self Self Qualified Still training
Psychologist Self Special psych skills No special psych skills
Psychiatrist Self Studies and treats people Not qualified
Psychiatrist Psychologically minded Not a psychologist
Psychiatrist Am a psychologist Is not a psychologist
Psychiatrist Non pharmaceutical Pharmaceutical
Self Contributing members Not treating sick
Self Can assist Need assistance
Self Qualified unqualified
Self Self Qualified Unqualified
Psychologist Self Special training No special training
Doctor Self Qualified Unqualified
Doctor Psychologically minded Not a psychologist
Doctor Am a psychologist Not a psychologist
Doctor Psych treatment Medical treatment
Self Not qualified to prescribe Prescribe medicine
Self Qualified with 6 years Less than 6 yrs qualified
Self Psychology Medicine320
Elements Different
element
Emergent Pole Implicit Pole
Self Self Qualified Unqualified
Psychiatrist Self Medical training No training
Doctor Self Helps people medically Unable to help
Doctor Helps people with mental Helps with physical
Self Medically trained Not medically trained
Doctor Mental health Physical health
Self Prescribe medicine Not qualified to prescribe
Self Treat illness Treat computers
Self Medical degree No medical degree
Psychologist Doctor Specialised Unspecialised
Psychiatrist Doctor Helps mentally ill Helps physically ill
Doctor Doctor Helps mentally ill Deals with all medical probs
Psychologist Medicos Not medico
Psychologist Medically trained Not medically trained
Psychologist Medical Non Medical
Psychologist Prescribe medicine Does not prescribe medicine
Doctor Treat mental illness Treat physical illness
Doctor Mental health Physical health321
APPENDIX E
Repertory Grid Task: Construct List (Chapter 4)322
Bipolar Constructs
Happy - Sad
Original - Commonplace
Sociable - Isolated
Well Balanced - Unstable
Concerned with physical health - Concerned with mental health
Doesn’t need assistance - Needs assistance
Friendly - Aggressive
Normal functioning - Impaired functioning
Helping - Helpless
Safe - Dangerous
Calm - Agitated
Provides help - Receives help
Tranquil - Violent
Sensitive - Insensitive
Typical - Strange
Intelligent - Stupid
Independent - Dependent323
APPENDIX F
Repertory Grid Task (Chapter 4)324
Understandings of Health and Illness: Questionnaire
Dear Participant
I am a PhD student at Murdoch University conducting a study to investigate how people
understand health and illness. Your participation in this study would prove invaluable in
identifying how people think about health and related professionals and how this differs
between different people.
The study asks you to answer a number of questions about different groups of people and
about yourself. It is important that you answer the questions by offering your own
thoughts honestly. The questions should not take any more than 25 minutes to complete
and you can decide to withdraw your consent to the study at any time. The information
collected in the study will remain strictly confidential, so please do not place any
information that identifies who you are on the questionnaires. If this page is attached to
the questionnaire, it will be removed immediately prior to investigating any responses.
Once completed, could you please place the questionnaire in the box outside Dr Pia
Broderick’s office on level 1 of the Social Sciences building (Room SS1.12).
If you have any questions, please do not hesitate to contact me on the details above or my
supervisor Dr Pia Broderick (9360 2860) during office hours. Alternatively, if you have
any concerns about the project you can also contact Murdoch University’s Human
Research Ethics Committee on 9360 6677.
I have read the information above and I am satisfied with the answers to any questions I
have asked.
I agree to participate in this study but I know that I can change my mind at any time and
withdraw my consent without future prejudice.
If I am a student in a class taught by the researcher, I also understand that I may
withdraw or choose not to participate without any future consequence to my grades.
I understand that all information is confidential and will not be released by the
investigator unless required to do so by law.
I agree that research data collected during this study may be used in any material
published but no information that identifies me will be released.
Participant's signature…………………………………………………..Date:…………………….
Investigator's signature…………………………………………………Date:…………………….
Helen Correia325
GRID TASK
Instructions: On the grid over the page, please indicate the degree to which the category
on the left hand side represents each of the people shown. The categories are indicated
with the numbers representing the ends of the scale. For example
Happy (1) --------2--------3--------4--------5--------6-------- (7) Sad
So in the row that shows “Happy (1) --- Sad (7)” if you think that a person is “Sad” you
would write, “7” in the box for that person; if you think a person is “Happy” you would
write “1” for that person. If you think the person is somewhere in between “Sad” and
“Happy” then you would give them a number in between, depending on whether you
thought they were closer to “Sad” or “Happy”.326
IMPORTANT
Please complete the grid in the following ways:
Please complete the grid by comparing each particular person on the same category
and then proceeding to the next category.
1.  Please give your first, initial impression. Do not think too much about your
responses, but rather proceed through the grid giving the rating that first
comes to mind.
2.  Please give a rating which reflects your general, overall impression.
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Happy (1) --- Sad (7)
Original (1) --- Commonplace (7)
Sociable (1) ---Isolated (7)
Unstable (1) --- Well Balanced (7)
Concerned with physical health (1)
Concerned with mental health (7)
Needs assistance (1) -- Doesn’t need assistance (7)
Aggressive (1) --- Friendly (7)
Impaired functioning (1) -- Normal functioning (7)
Helping (1) --- Helpless (7)
Dangerous (1) --- Safe (7)
Calm (1) --- Agitated (7)
Provides help (1) --- Receives help (7)
Violent (1) --- Tranquil (7)
Sensitive (1) --- Insensitive (7)
Strange (1) --- Typical (7)
Intelligent (1) --- Stupid (7)
Dependent (1) --- Independent (7)327
APPENDIX G
General Questions (Chapter 4)328
General Questions [example]
Please answer the following questions, or tick the box where relevant. Please remember
that all responses are anonymous and strictly confidential.
1. Age:                           Yrs       2. Gender: Male        Female    
3. In what country/countries have you mostly lived?                                            
4. Are you enrolled in  DPsych  Masters 
5. Please describe the areas in which you have worked or conducted your practical
placements (eg Adults: anxiety (PTSD), depression, schizophrenia)
6. When did you enroll in the postgraduate program at Murdoch?                     
7. Did you complete your entire undergraduate course at Murdoch? Yes      No  
7a. If yes, when did you graduate from your undergraduate studies?           
7b. If no, where else have you conducted your studies?                                   
8. Have you had personal contact with someone with a mental illness?  No 
(please remember that all information is entirely confidential)Y e s 
8a. If  Yes, please specify this contact:
Parent  Close friend 
Sibling  Workmate 
Child  Schoolmate 
Other family (please specify)  Other (please specify) 
8b. Please describe the extent of this contact (eg carer; lived with -12mths;
minimal contact) and the type of illness they had:329
APPENDIX H
Repertory Grid: Element Matches (Chapter 4)330
Element Matches based on education level and level of personal contact with a
person with a mental illness
No contact Some contact
N
o
n
-
p
s
y
c
h
o
l
o
g
y *   1   2   3   4   5   6   7
   ******************************
  1 * 100  60  42  36  33  36  19
  2 *  60 100  51  51  38  45  37
  3 *  42  51 100  67  70  82  73
  4 *  36  51  67 100  75  73  65
  5 *  33  38  70  75 100  83  75
  6 *  36  45  82  73  83 100  78
  7 *  19  37  73  65  75  78 100
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  76  51  43  42  39  36
  2 *  76 100  49  47  34  31  34
  3 *  51  49 100  78  79  76  79
  4 *  43  47  78 100  77  80  83
  5 *  42  34  79  77 100  97  94
  6 *  39  31  76  80  97 100  97
  7 *  36  34  79  83  94  97 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  83  68  57  52  51  48
  2 *  83 100  69  54  49  48  53
  3 *  68  69 100  83  75  74  75
  4 *  57  54  83 100  83  84  85
  5 *  52  49  75  83 100  99  86
  6 *  51  48  74  84  99 100  85
  7 *  48  53  75  85  86  85 100
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  71  41  31  25  36  22
  2 *  71 100  59  51  40  50  49
  3 *  41  59 100  84  79  77  80
  4 *  31  51  84 100  85  75  78
  5 *  25  40  79  85 100  86  89
  6 *  36  50  77  75  86 100  79
  7 *  22  49  80  78  89  79 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  74  43  51  41  43  37
  2 *  74 100  62  70  62  64  60
  3 *  43  62 100  88  86  84  84
  4 *  51  70  88 100  76  75  75
  5 *  41  62  86  76 100  98  92
  6 *  43  64  84  75  98 100  94
  7 *  37  60  84  75  92  94 100
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  81  57  58  47  42  35
  2 *  81 100  66  57  46  49  48
  3 *  57  66 100  83  75  70  75
  4 *  58  57  83 100  79  67  72
  5 *  47  46  75  79 100  70  84
  6 *  42  49  70  67  70 100  79
  7 *  35  48  75  72  84  79 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  79  68  57  62  60  68
  2 *  79 100  80  68  76  73  65
  3 *  68  80 100  79  88  84  76
  4 *  57  68  79 100  91  93  81
  5 *  62  76  88  91 100  96  84
  6 *  60  73  84  93  96 100  84
  7 *  68  65  76  81  84  84 100
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  84  77  78  68  71  64
  2 *  84 100  81  80  70  67  70
  3 *  77  81 100  97  82  81  84
  4 *  78  80  97 100  85  82  83
  5 *  68  70  82  85 100  91  88
  6 *  71  67  81  82  91 100  91
  7 *  64  70  84  83  88  91 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  70  39  52  46  50  46
  2 *  70 100  60  73  67  67  65
  3 *  39  60 100  83  85  81  83
  4 *  52  73  83 100  86  82  82
  5 *  46  67  85  86 100  96  90
  6 *  50  67  81  82  96 100  92
  7 *  46  65  83  82  90  92 100
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  69  61  44  56  52  45
  2 *  69 100  75  58  64  62  59
  3 *  61  75 100  68  75  74  76
  4 *  44  58  68 100  82  88  89
  5 *  56  64  75  82 100  92  85
  6 *  52  62  74  88  92 100  93
  7 *  45  59  76  89  85  93 100
* 1. Mentally ill person 2. Sick person 3. Normal person 4. Yourself
   5. Psychologist 6. Psychiatrist 7. Doctor331
High contact
N
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y *   1   2   3   4   5   6   7
   ******************************
  1 * 100  83  75  71  69  72  69
  2 *  83 100  69  60  60  59  62
  3 *  75  69 100  89  87  88  89
  4 *  71  60  89 100  90  87  84
  5 *  69  60  87  90 100  91  92
  6 *  72  59  88  87  91 100  95
  7 *  69  62  89  84  92  95 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  80  49  43  42  37  33
  2 *  80 100  53  43  30  37  39
  3 *  49  53 100  78  66  67  65
  4 *  43  43  78 100  72  73  71
  5 *  42  30  66  72 100  93  85
  6 *  37  37  67  73  93 100  92
  7 *  33  39  65  71  85  92 100
F
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  83  86  65  77  72  68
  2 *  83 100  75  56  67  63  65
  3 *  86  75 100  73  79  70  75
  4 *  65  56  73 100  83  75  85
  5 *  77  67  79  83 100  88  84
  6 *  72  63  70  75  88 100  78
  7 *  68  65  75  85  84  78 100
M
a
s
t
e
r
s
*   1   2   3   4   5   6   7
   ******************************
  1 * 100  82  57  54  46  50  50
  2 *  82 100  69  60  52  54  62
  3 *  57  69 100  83  75  75  75
  4 *  54  60  83 100  84  80  73
  5 *  46  52  75  84 100  96  88
  6 *  50  54  75  80  96 100  92
  7 *  50  62  75  73  88  92 100
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*   1   2   3   4   5   6   7
   ******************************
  1 * 100  87  85  64  75  83  81
  2 *  87 100  88  65  74  82  80
  3 *  85  88 100  75  83  84  86
  4 *  64  65  75 100  87  73  78
  5 *  75  74  83  87 100  85  89
  6 *  83  82  84  73  85 100  92
  7 *  81  80  86  78  89  92 100
* 1. Mentally ill person 2. Sick person 3. Normal person 4. Yourself
   5. Psychologist 6. Psychiatrist 7. Doctor332
APPENDIX I
Word Association Task (Chapter 5)333
Understandings of Health and Illness: Questionnaire
Dear Participant
I am a PhD student at Murdoch University conducting a study to investigate how people
understand health and illness. Your participation in this study would prove invaluable in
identifying how people think about health and related professionals and how this differs
between different people.
The study asks you to answer a number of questions about different groups of people and
about yourself. It is important that you answer the questions by offering your own
thoughts honestly. The questions should not take any more than 25 minutes to complete
and you can decide to withdraw your consent to the study at any time. The information
collected in the study will remain strictly confidential, so please do not place any
information that identifies who you are on the questionnaires. If this page is attached to
the questionnaire, it will be removed immediately prior to investigating any responses.
Once completed, could you please place the questionnaire in the box outside Dr Pia
Broderick’s office on level 1 of the Social Sciences building (Room SS1.12).
If you have any questions, please do not hesitate to contact me on the details above or my
supervisor Dr Pia Broderick (9360 2860) during office hours. Alternatively, if you have
any concerns about the project you can also contact Murdoch University’s Human
Research Ethics Committee on 9360 6677.
I have read the information above and I am satisfied with the answers to any questions I
have asked.
I agree to participate in this study but I know that I can change my mind at any time and
withdraw my consent without future prejudice.
If I am a student in a class taught by the researcher, I also understand that I may
withdraw or choose not to participate without any future consequence to my grades.
I understand that all information is confidential and will not be released by the
investigator unless required to do so by law.
I agree that research data collected during this study may be used in any material
published but no information that identifies me will be released.
Participant's signature…………………………………………………..Date:…………………….
Investigator's signature…………………………………………………Date:…………………….
Investigator's name: Helen Correia334
Word Association Task
For the following task, you will be asked to write down what comes to mind when you
think of a particular type of person. Write down what you immediately think of. Try to
think of at least 6 words, and try to think of as many words as you can. Extra space has
been provided if you can think of more words.
Please remember to give your honest opinion. Do not try to indicate the
"right answer" as it is your first impression which is most important.
1.  If I say "mentally ill person" what do you think of? What words come to
mind when you think of mentally ill person?
Please Continue…335
2.  If I say "sick person" what do you think of? What words come to mind
when you think of a sick person?
3. If I say "normal person" what do you think of? What words come to mind
when you think of a normal person?
Please Continue…336
4. If I say "yourself" what do you think of? What words come to mind when
you think of yourself?
5. If I say "psychologist" what do you think of? What words come to mind
when you think of a psychologist?
Please Continue…337
6. If I say "psychiatrist" what do you think of? What words come to mind
when you think of a psychiatrist?
7.  If I say "doctor" what do you think of? What words come to mind when
you think of a doctor?338
APPENDIX J
Word Association Analysis:
Association index formula (Chapter 5)339
Di Giacomo (1980) in a footnote (p334) cites "Ellegard's Index" as follows:
Where
nc = the number of words common to two dictionaries
n1 = the number of words in the first dictionary
n2 = the number of words in the second dictionary
r 
n varies between 0 and +1
However, the denominator includes a redundancy such that the square root of the square
of the product of n1 and n2 , reduces to the product of n1 and n2. Thus,  (10x10) = 100,
squaring the product = 10 000, the square root of which is 100.
As a result, the formula was slightly modified to remove the square symbol ( 
2 ). This
modification maintained the relative associations between lexicons, which was adequate
for the MDS procedure which analysed associations based on their relative distances (ie.
higher or lower) rather than exact associations.
Thus:
Examples:
r
n = 0.21 r
n = 0.32
r
n =
11
√(62 x 46) r
n =
16
√(49 x 50)340
APPENDIX K
Word Association Analysis: First word responses (Chapter 5)341
Table K1. First words reported in response to the stimuli "mentally ill person".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
unbalanced disadvantaged sympathy schizophrenic patients
unhappy dangerous lonely diseased uptight
sick Graylands schizophrenia Graylands difficult
imbalance troubled sad sad temporary
asylum spac insane stressed psychiatric term
autism schizophrenic stigmatised disturbed mental illness
crazy depression schizophrenic empathy isolated
confused genetics institution patient psychiatric diagnosis
rain man depression Graylands schizophrenia psychosis
sick schiophrenia disorders depression unsupported
sick depressed crazy homelessness depression
retarded unhappy troubled crazy support
unstable dependent sad sick depressed
crazy mental disorder sad misunderstood patients
weirdos caring unwell
unwell different brave
unstable342
Table K2. First words reported in response to the stimuli "sick person".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
viral infections temporary poor phys
health
warped bed
unwell illness bed vomit lying down
ill pale ill ill death
disease contagious bed needs help illness
vomit unwell sad pale medical condition
physical illness ill weak listless sad
diseased flu ill nausea physically unwell
bed unhealthy unwell yuck may get better
cold ill tissues ill unhealthy
bed ridden cough illness colds unwell
lazy contagious helpless disease ill
unwell most people vomit unwell unwell
doctors tired not well disease unhappy
ill flu measles unwell huntington's
how blankets ill
unwell tired physical
ailment
hospital343
Table K3. First words reported in response to the stimuli "normal person".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
stereotypes healthy most people average happy
balanced normal happy anyone can dance
same ordinary me healthy average
average mental healthy employed average everyone
healthy average hopeful happy garden variety
misery
me average everyday person controlled happy
middle class no such thing working boring average
happy active mentally well everybody healthy
average average 9-5 job happy healthy
me steady job balanced boring ups and downs
block settled boring average normal
looks happy sane sane balanced
happy average me happy abnormal
straight happy average people not sick
normal friendly normative
happy sociable repressed
stability344
Table K4. First words reported in response to the stimuli "yourself".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
anarchistic sports identity warm stressed
happy male reliable me dancing
caring happy me healthy bright
body adequate student happy happy
person tall inexperienced happy work
me male kind striving me
short calm busy confused active
sick busy undergrad sad healthy
me me writing intelligent male
smart stressed study busy steady
I young proud reasonable psychologist
me angry kind good ordered
tired hardworking female purposeful busy
skater happy good healthy healthy
me happy me
caring caring attractive
me345
Table K5. First words reported in response to the stimuli "psychologist".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
questioning helping researcher aloof caring
caring shrink brain mentally ill straight
sick listener doctor caring problem
solver
observer smart therapy friendly clear thinking
psychiatrist "what do you feel" shrink under
appreciated
basic degree
rats help helper talk helps
educated neuropsychology therapist myself cool
thought invading caring lecturer misguided psych fields
mental illness theories mind therapy nutter
couch doctor psych disorders CBT cool
twist helping others couch introspective helper
shrink help intelligent listener guide
analysing curious health healer me
doctor therapist weird helper female
psychiatrist trustworthy understanding
interaction helpful indoctrinated
counsellor346
Table K6. First words reported in response to the stimuli "psychiatrist".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
clinical medical mental illness Freud arsehole
investigative shrink mind drugs male figure
looney lounge doctor listener medication
treater of mental
illness
shrink doctor health
professional
drug treatment
couch big problems shrink drugs underworked
evil shrink insensitive medication medication
couch fix problems medicine formal distant
sick drugs mentally ill yuck specialist
doctor
mental illness doctor chair drugs neurotic
shrink pick the brain medication multidisciplinary very
responsible
shrink administer drugs drugs crazy mental illness
shrink mental drugs medical cold
condescending psychoanalysis shrink doctor doctor
doctor shrink love helpful male
mind
manipulation
stern power
study patient power junkie
shrink347
Table K7. First words reported in response to the stimuli "doctor".
Non-
Psychology
First-Year
Psychology
Fourth-Year
Psychology
Masters Clinical
Psychologists
white lab coat professional medical healing sick
caring stethoscope medicine medicine GP
sickness sickness curing illness medicine rigid
healer sickness surgery professional medical
thermometer arrogant waiting room rushed medical
well being help power healing heal
educated GP illness my friend serious
liars caring educated professional GP
waiting tall white coat stethoscope GP
quacker hospital hospital private practice knowledgeable
fixed knowledgeable white coats respectable helper
quack work ethical medicine biological
model
medication clinician improve health medicine GP
helper sickness broken legs scientific male
health friendly medicine
caring caring arrogant
illness348
APPENDIX L
Case Vignette Discussion:
Diagnostic criteria for social phobia (Chapter 6)349
DSM-IV (American Psychiatric Association, 1994)
Social Phobia. Code: 300.23 (pp411-417)
•  A marked and persistent fear of one or more social or performance situations in which
the person is exposed to unfamiliar people or to possible scrutiny by others. The
individual fears that he or she will act in a way (or show anxiety symptoms) that will
be humiliating or embarrassing.
•  Exposure to the feared social situation almost invariably provokes anxiety, which may
take the form of a situationally bound or situationally predisposed Panic Attack.
•  The person recognizes that the fear is excessive or unreasonable.
•  The feared social or performance situations are avoided or else are endured with
intense anxiety or distress.
•  The avoidance, anxious anticipation, or distress in the feared social or performance
situation(s) interferes significantly with the person's normal routine, occupational
(academic) functioning, or social activities or relationships, or there is marked distress
about having the phobia.
•  In individuals under age 18 years, the duration is at least 6 months.
•  The fear or avoidance is not due to the direct physiological effects of a substance (e.g.,
a drug of abuse, a medication) or a general medical condition and is not better
accounted for by another mental disorder.
ICD-10 (World Health Organization, 1992)
Social Phobia. Code F40.1 (pp136-137)
•  Fear of scrutiny by other people in small groups (usually leads to avoidance of social
situations)
•  Direct eye to eye confrontation may be particularly stressful
•  Associated with low self esteem and fear of criticism
•  Secondary manifestations of anxiety as problems: blushing, hand tremors, nausea
•  Avoidance is often marked
All of the following should be fulfilled for a definite diagnosis
(a) the psychological, behavioural, or autonomic symptoms must be primarily
manifestations of anxiety and not secondary to other symptoms such as delusions or
obsessional thoughts
(b) the anxiety must be restricted to or predominate in particular social situations; and
(c) the phobic situation is avoided whenever possible350
APPENDIX M
Case Vignette Discussion:
Case vignette script (Chapter 6)351
General Scenario
Three close friends are discussing a tutorial presentation which is due in a few weeks
time. One friend is particularly anxious about the event as she does not feel comfortable
talking in front of groups. Although she has done this in the past, she has managed to
avoid a number of talks in high school because she had been sick on the day the
presentations were held. She has also avoided university electives in which a presentation
forms part of the assessment. She is generally a shy person who spends much time on her
own, or with her two friends that she has had since primary school. She tends to avoid
eye contact throughout the discussion and seems distant. Both of her friends are
supportive but more sociable.
Setting: Three friends are sitting talking to one another about university matters. Two of
the friends are talking casually whilst the other appears reserved and distant.
Friend 2: Oh, I've got the notes from the classes you missed. Takes stack of notes from
bag and puts them on the table. I feel like I've been taking notes for you all semester!
There's some good points for the essay in there.
[Friend 3 looks at the notes on the table and nods but makes no movement to take them.]
Friend 1: We've got that talk coming up in a few weeks as well. I haven't even started
looking at it yet.
Friend 2: I've done a bit of research on my topic but I haven't really found much. I might
have to go and talk to the tutor about it. [Turns to Friend 3]. Have you started it yet?
Friend 3 [shaking head, looking down, mutters]: I hate this stuff. [Looks away]
Friend 1: What stuff? Presentations?
Friend 3 [nods head, looking anxious]: I just don't want to stand there with everyone
looking at me.
Friend 1: Yeah...I get stressed about it a little too, but I figure, I just have to go in there
and do it and usually once I'm up there I'm alright. As long as I know what I'm talking
about!
Friend 2 [jokingly]: Oh yeah, and when's that??
Friend 1 and Friend 2 chuckle whilst Friend 3 looks out the window. When Friend 3
doesn't respond, Friend 1 and Friend 2 look at each other for a brief moment.
Friend 2 [focusing on Friend 3 sympathetically]: This is really a problem for you, isn't it?
Friend 1 looking disturbed]: I just don't want to do it. I can't stand talks.
Friend 2: You did that talk for English last year though, and you didn't seem too bad.
Friend 3 [looking at the table]: Yeah, but I missed a lot of them though.
Friend 1: Hey, I remember that - you usually just handed the talk in to Mrs Jenkins.
[Friend 3 nods] I've always hated it.
Friend 1: So you missed classes because you were scared of doing the talk?
Friend 3 [distressed, nods slowly and sighs]: I knew everyone would laugh at me. Just
thinking about it made me throw up, so Mum kept me home.
Friend 1: Man, that's rough.352
Friend 2: Why is it so bad for you though?
Friend 3: I just hate them. OK? I start sweating, burning up, my heart starts pounding so
hard I feel like I'm having a heart attack. I can see everyone staring at me, and I KNOW
they're thinking I'm an absolute idiot. I can't stand even having a conversation with
anyone anymore. [Friend 3's breathing becomes slightly more rapid and she looks away]
Friend 1: Is that why you don't come out with us much these days?
Friend 3 [anxiously]: Look, I just get tongue tied and can't think of anything to say. I feel
like my head will explode from all the pressure. All the attention just makes me go
blank!
Friend 2: Like in the tutorial last semester...
Friend 3 [in exasperation]: Yeah, well he made me look like an absolute idiot, didn't he?
He asked a question knowing I couldn't answer it and he did it deliberately to pick on
someone who's quiet. I know he did! [Friend 3 buries her head in her hands and says
with some despondence]. I just can't do it; I look so stupid. [She is noticeaby distressed,
almost crying]
Friend 2 [reaches out to comfort Friend 3]: Is this why you've been missing classes - not
because it takes too long to catch the bus in?
Friend 3 [looking down at the floor]: I just hate being in there now, anywhere at uni,
anywhere out at all.
Friend 2: Come on, you didn't look like an idiot. Not a bit. There have been heaps of
times that people have been stumped by a question. I know you've always been kind of
shy, anyway, but lots of people are.  I mean, public speaking is one of the biggest fears.
Friend 1: Um, I think it's the biggest.
Friend 2: Whatever. My point is, it's not an uncommon thing.
Friend 3 [in defeat]: Look, it doesn't matter anyway, I want to drop the unit now.
Friend 1: It's a requirement though, this will put you behind.
Friend 3 [resigned]: I just want to go part time. I need a break from studying so much. Is
that asking too much?
Friend 1: I guess not, and those external units will keep you busy.
Friend 2: Look, I just think it might be good to talk it over a bit more. Maybe with
someone at uni even?
Friend 3: Yeah, well, I'm sick of worrying about it. Right now I don't even want to think
about it.
Friend 3 gets up to walk out of the room. Friend 1 and Friend 2 watch her leave.353
APPENDIX N
Case Vignette Discussion:
Prompt questions (Chapter 6)354
1.  Imagine that you are talking to some other people about the previous situation. What
would you day about the situation?
2.  How would you summarise what the three friends were talking about?
3.  Are there any issues that arise from the situation?
4.  What can be done about the situation
5.  What would you suggest to the friends or the person?
6.  What would you think might happen in the future?
7.  What do you think about her mental health and well being?
8.  Do you think the person has a mental illness?
9.  If not, why not? How did you come to that decision?
10.  If yes, why yes? How did you come to that decision? What makes it a mental illness.355
APPENDIX O
Case Vignette Discussion:
Information sheet/Consent form (Chapter 6)356
Understandings of Well being: Video Discussion
Dear Participant
I am a PhD student at Murdoch University conducting a study to investigate how people
understand other peoples' feelings of well being and the issues they may face in public speaking.
Your participation in this study would prove invaluable in identifying how people think about
others who are dealing with these kinds of issues.
The study requires you to watch a video and discuss the character in the video with the other
participants in the group. It is important that you offer your thoughts and opinions honestly.
It is also asked that you do not discuss the nature of the video outside of this discussion group as
it may influence other people participating in other groups. The discussion will take
approximately 60 minutes to complete and you can decide to withdraw your consent to the study
at any time. The information collected in the study is intended to remain strictly confidential, so
please do not discuss other participants' contributions without first seeking their consent.
If you have any questions, please do not hesitate to contact me on the details above or one of my
supervisors: Dr Pia Broderick on 9360 2860, or Dr Iain Walker on 9360 2637 during office
hours. Alternatively, if you have any concerns about the project you can also contact Murdoch
University’s Human Research Ethics Committee on 9360 6677.
I have read the information above and I am satisfied with the answers to any questions I have
asked.
I agree to participate in this study but I know that I can change my mind at any time and
withdraw my consent without future prejudice.
If I am a student in a class taught by the researcher, I also understand that I may withdraw or
choose not to participate without any future consequence to my grades.
I understand that all information is confidential and will not be released by the investigator unless
required to do so by law.
I agree that research data collected during this study may be used in any material published but
no information that identifies me will be released.
Participant's signature…………………………………………………..Date:…………………….
Investigator's signature………………………………………………Date:…………………….
Investigator's name: Helen Correia357
APPENDIX P
Tutorial Discussion:
Information sheet/Consent form (Chapter 7)358
Understandings of Mental Health and Well Being:
Tutorial Discussion
Dear Participant
I am a PhD student at Murdoch University conducting a study to investigate how people
understand mental health and illness. Your participation in this study would prove invaluable
in identifying how people think about mental health issues in the context of the tutorial aims.
The original aims of the tutorial will not be changed and other classes that are not involved
will not receive crucial different information as a result of your participation in this study.
All that is required of you is your consent to audio record part of this tutorial session so that I
may use the information that you offer during that time. It is important that during the tutorial
you behave as you normally would during any tutorial in this course. Please note that any
oral presentations will not be taped. You can choose not to participate by not making any
comment during the segment of the tutorial being audio recorded, by signalling during the
tutorial that you do not wish your comments to be taped, or by contacting me afterward and
asking not to have your comments included. There will be adequate time before and after the
segment being recorded so that you can ask necessary questions about the content being
covered. It is important to understand that your participation, or decision not to participate,
during this tutorial will in no way influence your grade on any assessment in this course or
disadvantage you in any way.
If you have any questions, please do not hesitate to contact me on 9360 2810 or one of my
supervisors: Dr Pia Broderick on 9360 2860, or Dr Iain Walker on 9360 2637 during office
hours. You can also email me at: hcorreia@socs.murdoch.edu.au . Alternatively, if you have
any concerns about the project you can also contact Murdoch University’s Human Research
Ethics Committee on 9360 6677.
I have read the information above and I am satisfied with the answers to any questions I have
asked.
I agree to participate in this study but I know that I can change my mind at any time and
withdraw my consent without future prejudice.
I also understand that I may withdraw or choose not to participate without any future
consequence to my grades and that any information I require regarding the content of the tutorial
will be given to me.
I understand that all information is confidential and will not be released by the investigator unless
required to do so by law.
I agree that research data collected during this study may be used in any material published but
no information that identifies me will be released.
Participant's signature…………………………………………Date:…………………….
Investigator's signature……………………………………………Date:…………………….
Investigator's name: Helen Correia